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A B S T R A C T
Very few studies about family planning have been 
carried out in West Kalimantan. The studies which have been 
conducted are mostly concerned with the Chinese, one of the 
major ethnic groups in this province. This might be because 
West Kalimantan is one province of Indonesia which has a 
high proportion of Chinese, and the Chinese group is still 
regarded as a sensitive issue in Indonesia. This study uses 
1980 census data to analyse socio-economic variables 
including ethnicity in terms of their relationship with 
contraceptive use. The findings indicate a conventional 
relationship between the socio-economic factors - place of 
residence, education, occupation and living standard - and 
contraceptive use: the better the socio-economic conditions 
of the women, the higher the contraceptive use. The findings 
also suggest that the Government should consider a special 
approach to the Chinese community, since their level of 
contraceptive use is low compared with the other ethnic 
groups. Detailed discussions of the extent of the program 
implementation and its challenges show that the program in 
West Kalimantan is still based more on the clinic approach 
than the community approach. This might have led to the 
relatively low contraceptive prevalence in West Kalimantan 
and the concentration of contraceptive use among the women 
with better socio-economic conditions evident in 1980.
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1CHAPTER ONE
INTRODUCTION
1.1. Background to the Study
The government of Indonesia is committed to attaining 
the fertility target of a 50 per cent reduction in the 1971 
birth rate (44 to 22 per 1000) by the year 1990 (National 
Family Planning Co-ordinating Board, 1982: 18). To achieve 
the target, the family planning program has been the main 
part of population policy. The Government has been fully 
responsible for co-ordinating all family planning activities 
since 1970 when the National Family Planning Co-ordinating 
Board (NFPCB) was established (NFPCB, 1986: 42-43).
The first priority was given to the most densely 
populated islands (Java and Bali) in 1970; followed by the 
"Outer Islands I" group in 1974 involving Aceh, North 
Sumatera, West Sumatera, South Sumatera, Lampung, West Nusa 
Tenggara, West Kalimantan, South Kalimantan, North Sulawesi 
and South Sulawesi; and the "Outer Islands II" group in 1979 
involving Riau, Jambi, Bengkulu, East Nusa Tenggara, Central 
Kalimantan, East Kalimantan, Central Sulawesi, South-East 
Sulawesi, Maluku, Irian Jaya and East Timor (NFPCB, 1986: 
32) . During a short period of time the program has brought 
about a rapid increase in the use of modern contraceptives.
2According to the NFPCB service statistics, in May 1976, 21 
per cent of married women aged 15-44 in Java and Bali were 
using a modern contraceptive obtained from the programme 
(Freedman et al, 1981: 7).
In 1980 contraceptive prevalence for women aged 15 - 44 
at the national level was 27 per cent. However, there was a 
wide range of rates of contraceptive prevalence among the 
provinces, from the highest (more than 40 per cent) in Bali, 
D .I.Yogyakarta and North Sulawesi to the lowest (below 10 
per cent) in Riau, Nusa Tenggara Timur, Southeast Sulawesi 
and Irian Jaya (Streatfield and Larson, 1987: 7). The wide 
range of contraceptive prevalence rates among the provinces 
is due to socio-cultural differences affecting not only the 
fertility behaviour of the people but also the strength of 
the provincial branches of the NFPCB in implementing the 
family planning program.
The present study will deal with West Kalimantan, one 
of the less densely populated provinces in Indonesia. A 
number of family planning studies have been conducted in 
this province. Population growth is probably not regarded as 
a great problem here because land is still abundant compared 
with the size of population. However the fertility rate of 
West Kalimantan is higher than that of the provinces in Java 
(see Table 1.1) and could be regarded as a potential 
population problem in the future.
31.2. Objectives of the Study
Socio-economic factors have generally been recognized 
as affecting contraceptive use, with improvements in socio­
economic conditions leading to increases in contraceptive 
use. However, the acceptance of contraceptive use among the 
lower socio-economic groups can also be improved by 
appropriate policy interventions which can create a 
favourable environment for contraception (Sathar and 
Chidambaram, 1984: 27). Examples of such policies are found 
in the State of Kerala in India and in Java and Bali in 
Indonesia, where contraceptive use among the lower socio­
economic groups is greater than among the higher socio­
economic groups (Zachariah, 1983; Freedman et al, 1981).
What about West Kalimantan? What is extent of the 
implementation of the family planning program in this 
province? Do socio-economic factors influence contraceptive 
use? In order to answer these questions this study intends 
to describe the extent of the family planning program and 
examine the influence of socio-economic factors on the use 
of contraceptives in West Kalimantan.
1.3. Background to the Province
1.3.1. Geographic and Demographic Situation
West Kalimantan with an area of 146, 760 square 
kilometres is the fourth largest province in Indonesia, 
after Irian Jaya, East Kalimantan and Central Kalimantan, 
and occupies nearly 8 per cent of the area of Indonesia
4(Abdurochim, 1986: 12-13). Kalimantan, where West Kalimantan 
is located, is the largest island of Indonesia. During the 
Dutch colonial period, this island was known as Borneo. West 
Kalimantan consists of six regencies (kabupatens) and one 
municipality (kotamadya), namely Kabupaten Sambas, 
Pontianak, Sanggau, Ketapang, Sintang, Kapuas Hulu and 
Kotamadya Pontianak.
The population density in West Kalimantan is much lower 
than that of the provinces in Java. As a comparison, in 1980 
the density of population in West Java was 593 persons per 
square kilometre, in Central Java 742 persons per square 
kilometre, in East Java 609 persons per square kilometre, 
and in West Kalimantan only 17 persons per square kilometre 
(see Table 1.1).
Table 1.1: Population, Total Fertility Rate (TFR), Annual 
Rate of Growth, Area and Density in Selected 
Provinces, Indonesia, 1980
Province Population
(million)
TFR Growth 
Rate(%)
Area 
(km^)
Density 
(per km^)
West
Java 27.45 ' 5.07 2.66 46, 300 593
Central
Java 25.37 4.37 1.64 34,206 742
East
Java 29.37 3.56 1.49 47,922 609
West
Kalimantan 2.49 5.52 2.31 146,760 17
Indonesia 147.49 4.68 2.32 1,919,443 77
Note: - "Population" refers to 1980 figures
- TFR refers to 1976 - 1979
- Growth Rate is between 1971 and 1980
- Density refers to 1980 figures 
Source: Abdurochim, 1986: 9-26
5The annual rate of growth during the period 1971-1980 
in this province (2.31 per cent) is higher than that of 
Central Java (1.64 per cent) and East Java (1.49 per cent), 
but lower than that of West Java (2.66 per cent) . Moreover 
the Total Fertility Rate (TFR) of West Kalimantan (5.52) is 
higher than that of West Java (5.07), East Java (3.56) and 
Central Java (4.37) (see Table 1.1) . Since net migration 
in West Kalimantan is positive (in-migration is greater than 
out-migration) , and greater than that of West Java 
(Abdurochim, 1986: 40), the lower rate of growth in West 
Kalimantan compared with West Java is probably due to higher 
mortality in West Kalimantan.
1.3.2. Socio-Economic Situation
The majority of the population in West Kalimantan (53 
per cent) are Muslims, followed by Christians (30 per cent), 
"other religions" (15 per cent), and Hindus and Buddhists 
(2 per cent). "Other religions" mostly consists of 
Confucians. Muslims are the majority in every region, except 
in Sintang and Sanggau where Christians are the majority 
(Pandjaitan, 1986: 7).
Religion is correlated with ethnic group. For instance, 
the regions which have a Muslim majority are dominated by 
Malays; and those with a Christian majority are dominated by 
Dayaks. Dayaks, Malays and Chinese are the three major 
ethnic groups in this province with the Dayaks as the 
indigenous group. In addition, there are many other smaller 
ethnic groups such as Javanese, Sundanese and Madurese.
6About 63 per cent of the population in West Kalimantan 
can speak Bahasa Indonesia (Pandjaitan, 1986: 7), the 
official language of Indonesia. That is probably due to the 
fact that the Malay language is similar to Bahasa Indonesia 
and most of the people need a common language (Bahasa 
Indonesia) to communicate with other various ethnic groups 
who speak quite different languages.
Most of the population in West Kalimantan, especially 
in rural areas, are working in agriculture. In 1982, 34 per 
cent of Gross Regional Domestic Product was contributed by 
the agricultural sectors. Commodity exports were dominated 
by timber and rubber. In the same year, per capita income of 
the province was Rp.252,056 (US$ 377.6) which was higher 
than the overall Indonesian average. This province has 
moderate poverty levels (Siahaan and Daroesman, 1987) .
1.4. Socio Economic Factors Affecting Contraceptive Use:
A Literature Review
1.4.1. Introduction
Studying contraceptive use is closely related to 
studying fertility. Davis and Blake (1956) developed a 
general framework for studying the relationship between 
sociological factors and fertility by introducing
intermediate variables. Those intermediate variables
(intercourse, conception and gestation) have a direct effect 
on fertility (Davis and Blake, 1956). By considering 
environmental and socio-economic factors, attitudes to
7family size and structure as explanatory variables affecting 
fertility through the intermediate variables, Freedman 
(1967: 6), World Fertility Survey (WFS) (1977: 21), 
Srikantan (1977: 11) and Jones (1977: 7) produced similar 
frameworks.
The present study mainly emphasizes on the relationship 
between one of the most important intermediate variables 
affecting fertility (contraceptive use) and the explanatory 
variables (socio-economic factors) using the individual as 
the unit of analysis. Socio-economic factors will involve 
place of residence (urban and rural), religion, ethnicity, 
age and number of living children, wife's education, wife's 
occupation and standard of living.
1.4.2. Urban-Rural Differences in Contraceptive Use.
There are differences in development between urban and 
rural areas, especially in developing countries. In these 
countries urban residents on average have better education 
levels and higher living standards. Even the poor people in 
urban areas are exposed to modernizing influences. Evidence 
from South Korea and Mexico showed that fertility decline 
occurred more rapidly in urban areas than in rural areas 
because of rapid economic development and increasing use of 
contraception among educated people in urban areas 
(Stoeckel, 1975: 399; Seiver, 1975: 347).
WFS data show the existence of contraceptive practice 
differences between urban and rural areas in many developing 
countries, mainly due to differences in the desire to limit 
fertility, contraceptive knowledge and the availability of
8family planning services. The largest differences between 
urban and rural dwellers were found in Colombia, Equador, 
Mexico, Paraguay, Peru and Venezuela (at least 25 per cent) 
and the smallest differences were found in Indonesia, 
Lesotho, Senegal, Trinidad and Tobago (between 5 to 10 per 
cent) (United Nations, 1984: 55-56) . The lower urban-rural 
differential in Indonesia have been attributed to the 
vigorous family planning policy which has been able to bring 
family planning information and services to the village 
level (Freedman et al., 1981: 7).
Contraceptive use differentials between urban and rural 
areas could also be due to differences in value of children. 
A study by Fawcett et al (1974) showed that in Asia and 
United States, rural people mainly emphasized the economic 
benefit of having children, while the urban middle class 
mainly emphasized the psychological benefit of having 
children. The cost of having children was also emphasized 
more by the rural people than the urban middle class. 
However, among the rural people, the economic benefit of 
having children is still higher than the cost. By contrast, 
in urban areas the cost of having children was higher than 
the benefit, so that family planning was more common among 
urban people (Fawcett et al., 1974: 13-14).
1.4.3. Differentials in Contraceptive Use by Religion
Religion can affect contraceptive use through socio­
economic differences among religious groups, religious norms 
on family size, sex roles, determination of contraceptive 
choice, and independent effects of religious minority group
9Status (minority group status can encourage and discourage 
contraceptive use) (Goldscheider and Mosher, 1988 : 49) . A
study by Wong and Meng (1985 : 368) found that religious 
beliefs and practices have only a small effect on 
contraceptive acceptance. However, the religious beliefs 
are important in affecting acceptance or rejection of 
certain methods of contraception, for instance, abortion, 
which is sanctioned by some religions more than by others 
(Wong and Meng 1985: 368) .
Regarding the minority status of religious groups in 
affecting contraceptive use, some studies have found that 
minority group status has a negative influence on
contraceptive use. Studies in the Philippines and Thailand 
have found that the Muslim minority religious groups have 
lower rates of contraceptive use compared with the majority 
religious groups in the respective countries (Wong and Meng, 
1985: 346-347). In another example, contraceptive use among 
the minor religions in Sri Lanka (the Hindus and Muslims) is 
much lower than among the Buddhists and Christians (World 
Fertility Survey, 1978: 11). Low contraceptive use among 
these minority groups is probably correlated with their 
minor role in the main political and social life, a factor 
which enhances a greater sense of identification with their 
own group compared with the other groups in the same 
countries (Wong and Meng, 1985: 367).
There are some controversies among religion leaders, 
especially within Muslim countries, over adopting family 
planning. However, some countries which have a Muslim 
majority nowadays are clearly adopting family planning
10
programs as the main part of population policy. Indonesia is
one of those countries and is regarded as successful in
implementing its family planning program. Since the
government has adopted the family planning program as the
main part of population policy, "Nahdatul Ulama", the
largest and the most influential national Islamic
organization, has made some statements on family planning.
The early statements of the Nahdatul Ulama on 25 September
1969 about family planning only allowed spacing of births to
improve or protect the health of the mother and children
(Lembaga Kemaslahatan Keluarga Nahdatul Ulama and Badan
Koordinasi Keluarga Berencana Nasional, 1982: 1). A later
statement of the Nahdatul Ulama in July 1979 is as follows:
"...Family Planning is a voluntary and a full 
responsibility (sic) action by couples according to 
their health and social economic (sic) condition for 
achieving the welfare of their family" (Nahdatul 
Ulama, 1979 cited in Aidid, 1987: 65)."
This statement has had great effect in increasing the number 
of contraceptive users among the Muslims in Indonesia.
1.4.4. Differentials in Contraceptive Use by Ethnicity
A study in the ASEAN countries (Indonesia, Malaysia, 
Singapore, The Philippines and Thailand) found the 
difference in contraceptive use among ethnic groups was 
especially caused by differences in access to family 
planning, socio-economic background and type of place of 
residence (Wong and Meng, 1985: 368-369). For instance in
Indonesia, the Chinese have the highest contraceptive use 
(Wong and Meng, 1985: 346); this is due to their better
11
socio-economic position and the fact that most of them live 
in urban areas (Wong and Meng, 1985: 367).
In the countries where the ethnic groups have similar 
levels of modernization, the pattern of contraceptive use is 
not much different. Singapore and Malaysia are two examples 
in which fertility behaviour and contraceptive use between 
three major ethnic groups (the Malays, Indians and Chinese) 
are not very different (Wong and Meng, 1985: 366).
Another contraceptive use study among the major native 
Indonesian groups -- the Javanese, Sundanese and Madurese -- 
found the highest contraceptive use among the Madurese 
followed by the Javanese and Sundanese (Suparlan and Sigit, 
1980: 39). The Madurese have a high contraceptive prevalence 
rate because they have the smallest desired number of 
children compared with the Javanese and Sundanese (Suparlan 
and Sigit, 1980: 39).
1.4.5. Differentials in Contraceptive Use by Age of Women 
and Number of Living Children.
There are three patterns of relationship between 
contraceptive use, age of women and number of living 
children. The first pattern represents the widespread 
contraceptive use and relatively high contraceptive 
prevalence rate of young women with a small number of living 
children (for instance in Costa Rica and Panama). The second 
pattern represents the high contraceptive prevalence rate of 
women at the older or middle ages with the highest or more 
moderate number of living children (for instance in Fiji, 
Republic of Korea, Jordan and Colombia). The third pattern
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represents a low contraceptive prevalence rate and a family 
planning program which is still in its early stages (for 
instance Nepal, Pakistan and Bangladesh) (Carrasco, 1981: 
18) .
The number of living children desired is also an 
important factor affecting contraceptive use. A study in 
Thailand showed that the use of contraception among the 
women who have already reached their desired number of 
children is much higher compared with the women who have not 
reached their desired number of children (Knodel and 
Prachuabmoh, 1973: 619).
The problem is the high desired number of children in 
many developing countries. The use of contraceptives by 
women who have reached their desired number of children and 
probably nearly completed the childbearing stage will not 
have a great effect on controlling fertility because they 
are less fertile and because they have few remaining 
childbearing years. On the other hand the use of 
contraceptives by women at the younger ages is more intended 
for spacing rather than limiting. A study in Malaysia found 
relatively high contraceptive use among the women aged 
between 25 and 34 (Peng and Abdurahman, 1981: 25) . However 
the study also showed that a high proportion of the couples 
using contraceptives stated additional children desired 
(Peng and Abdurahman, 1981: 25). This reflects the fact that 
contraceptive use among these couples is more intended for 
spacing than for limiting (Peng and Abdurahman, 1981: 25).
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Another important factor causing high desired numbers 
of children is child mortality. An example of this is the 
"insurance effect" in which high child mortality is such a 
major concern to parents that they do not limit their number 
of children, in order to ensure that at least some of them 
will survive to adulthood (Ware, 1977) . Therefore 
improvements in the survival rates of children will probably 
to increase the motivation of parents to use contraception 
(Taylor et al, 1976: 263).
1.4.6. Differentials in Contraceptive Use by Education
Women's education is one of the important factors which 
can promote gender equality (Safilios-Rothschild, 1980: 
196) . This factor will create greater opportunities for 
women to participate in decision making in their marriages, 
especially by contributing in making fertility decisions. 
Oppong (1984: 328) stated that lack of women's ability in 
controlling their own fertility was due in part to their 
lack power in making decisions. Since women with more 
education tend to have more participation -in such decisions, 
fertility decline may be more possible when education of 
girls has been emphasized.
There are many other ways in which education affects 
fertility motivation. Among these are increasing the 
economic cost of having children, reducing traditional and 
religious values, increasing knowledge of non-familial 
activities and alternatives to childbearing (ESCAP, 1974:
38) .
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There is a positive relationship between education and 
contraceptive use. However differences in contraceptive use 
by the level of education within a country which has a 
strong family planning program are not as large as within a 
country with a weak family planning program (Brackett et 
al. , 1978: 321). For instance, in 1976 in Indonesia, which 
has a vigorous family planning program, contraceptives were 
currently used by 28 per cent of women with no education, 
compared to 34 per cent of women with primary education, and 
41 per cent of women with more than primary education 
(Freedman et al., 1981: 21). By contrast, in Pakistan which 
has a less vigorous family planning program, contraceptives 
were currently used by only 5 per cent of women with no 
education, compared to 12 per cent of women with primary 
education and 27 per cent of women with more than primary 
education (Pakistan Fertility Survey, 1976).
1.4.7. Differentials in Contraceptive Use by Occupation
Differences in contraceptive practice by type of 
occupation could be due to whether type of occupation is 
compatible with child rearing or not. One of the occupations 
which can contribute directly to child rearing is 
agriculture. In this occupation, working and looking after 
the children can be done at the same time, thus having many 
children will not be a problem (Felder, 1980). By contrast, 
having many children will be a problem for women who are 
engaged in the occupations which are not compatible with 
child rearing such as the non-agricultural occupations. 
Additionally, this type of occupation usually requires a
15
certain level of education which may itself facilitate high 
contraceptive use among the women who work in the non- 
agricultural sector. The women who are engaged in the 
agricultural sector usually have lower contraceptive use 
compared with the women in other occupations. A study in 
Thailand found that the women who work in agriculture have 
the lowest contraceptive prevalence compared with those who 
work as professional, skill and semi-skill (sic), 
sales/business, house wife, and labour-servant (sic) 
(Kamnuansilpa and Chamratrithirong, 1982: 43).
Since child rearing is the main part of a house-wife's 
work, this raises the question of contraceptive use among 
the women who only work as house-wives. Many studies have 
found relatively high contraceptive use among house-wives 
(Peng and Abdurahman, 1981: 11; Kamnuansilpa and 
Chamratrithirong, 1982: 43). One study in Malaysia showed 
contraceptive use among women who have never worked was 
higher than among those who worked after marriage and were 
currently working (Peng and Abdurahman, 1981: 11). There was 
a similar finding in Mojolama village in Java, where a high 
number of modern contraceptive users were coming from the 
upper class group, in which the wife mainly worked as a 
housewife (Hull, 1975: 422). Relatively high contraceptive 
use among non-working women is probably due to better socio­
economic conditions compared with the women who work in 
agricultural sectors.
16
1.4.8. Differentials in Contraceptive Use by Living Standard
A positive relationship between contraceptive use and 
living standard has been proved in many studies; the lowest 
living standard has the lowest rate of contraceptive use, 
and the highest living standard has the highest rate of 
contraceptive use (Peng and Abdurahman, 1981: 19; Cleland et 
al. , 1979: 32). However, the opposite relationship was found 
in Indonesia, where after adjusting for region of residence, 
number of living children, wife's age, education and 
husband's occupation, the lowest living standard had the 
highest rate of contraceptive use and was followed by the 
highest living standard group (Freedman et al. 1981: 19) . It 
is probably a combination of Malthusian pressure with the 
family planning information and services which has increased 
contraceptive use among the poor (Freedman et al., 1981: 
33) .
The high rate of contraceptive use among those with 
high living standards is not surprising, since the high 
living standard is closely related with urban people, a high 
level of education and modernization. However the people in 
less developed countries are typically poor, traditional, 
rural and agricultural, an.d mainly support high fertility. 
Caldwell (1976) mentioned that in less developed countries 
the wealth flow is from the children to the parents. Types 
of wealth flow from the younger to the older generation 
could involve children as productive labour, as supporting 
household real living standards, and children as a source of 
material and physical assistance. Moreover, the parents are 
proud if their children are employed in the modern sectors
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and living in modern society. Lastly, the high fertility 
within the societies which is associated with many relatives 
is an important factor in mutual obligation and increased 
political power of the family (Caldwell, 1977: 447-449). 
These factors might lead to a low acceptance of 
contraceptives in less developed countries.
1.4.9. Conclusion
Contraceptive use is one of the most important 
intermediate variables affecting fertility. The motivation 
to use contraceptives can be created by development through 
social and cultural change. However, in less developed 
countries where socio-cultural factors support high 
fertility, without government intervention in the family 
planning program such as by providing family planning 
information and services, development itself is not 
sufficient to bring about an increasing number of 
contraceptive users.
Many studies have proved that there is a relationship 
between demographic and socio-economic factors and the use 
of contraceptives. The better the socio-economic condition 
of the people the more likely they are to use 
contraceptives. However, a vigorous family planning policy, 
especially one which is characterized by strong political 
and administrative structure, will reduce differences in 
each factor affecting the use of contraceptives. Indonesia 
is an example of these countries which have relatively poor 
socio-economic settings and relatively high contraceptive
13
prevalence (Freedman et al., 1981). Another case in China, 
which has a strong population policy and upper middle socio­
economic settings, China has experienced a decline in its 
birth rate which has been greater than might be expected on 
the basis of socio-economic conditions (Lapham. and Mauldin,
1984: 111).
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CHAPTER TWO
DATA AND METHODOLOGY
2.1. Source of Data
Data from the 1980 Indonesia census will be utilized in 
the present study. The 1980 Census was conducted between 20 
September and 31 October 1980. The first stage covered the 
whole population and collected basic data such as age, sex, 
marital status and citizenship. In a second stage, a five 
per cent sample collected information on migration, 
education, labour force, economic activity, family planning, 
fertility and housing conditions (Poedjastoeti, 1983: 6-7). 
This study is based mainly on data from the five per cent 
sample.
This study will deal with the influence of socio­
economic factors on contraceptive use in West Kalimantan. 
The dependent variable that will be used is ever use of 
contraception. Socio-economic factors involving type of 
residence, religion, ethnicity, age, number of living 
children, education, occupation, and living standard will be 
used as independent variables.
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2.2. The Sample
There are 19,165 married women aged 15 to 49 in the 
sample. According to the status of birth control usage, they 
were classified as follows: 85 per cent had never used 
contraception, 1 per cent were former users, and 14 per cent 
were current users (Primary analysis of 1980 Census Data 
Tape). In this study, former users and current users will be 
combined into ever users, 15 per cent of the sample.
Among the ever users, 63 per cent had used the pill, 
10 per cent IUDs, 2 per cent condoms, 5 per cent a 
combination of these methods, and 21 per cent "other 
methods" (see Table 2.1). The "other methods" category could 
include traditional methods, for instance rhythm and 
withdrawal. In this study all methods will be analysed.
Table 2.1: Methods of Contraception of Respondents Who Had 
Ever Used Contraception, West Kalimantan, 1980
Method of Contraception Percentage Number in Sample
Pill 62.5 1839
IUD 9.9 292
Condom 1.8 54
Combination Methods 4.9 143
Other Methods 20.9 614
Total 100.0 2942
Note: * Pill and Condom; IUD and Condom; or Pill, IUD 
and Condom.
Source: Primary analysis of 1980 census data tape.
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2.3. Method of Analysis
Direct standardization with cross-tabulated data will 
be utilized in this study. This technique has been developed 
to observe the influence of the independent variables per se 
on the dependent variable, by removing the effect of the 
compositional variable (Jaffe, 1951). This compositional 
variable can affect the values of the dependent variable 
through its relation to an independent variable which is the 
point of interest (Pullum, 1978: 2). The results of 
standardization depend on the choice of the standard 
population. The choice of the standard population is a major 
logical problem in this methodology, as Jaffe (1951: 44) 
pointed out:
"... Since there is no uniquely correct standard, 
the investigator must decide on some arbitrary 
population as his standard."
The control variable, which is supposed to work through the 
independent variable in affecting the dependent variable, 
has been selected as the standard population. Moreover, 
there are three effects of the standardization, namely total 
effect, net effect and indirect effect (Pullum, 1978: 24- 
27) . The method has been explained by Pullum (1978) , who 
applied it to World Fertility Survey data.
The standardization method has been chosen instead of 
Multiple Classification Analysis (MCA) in this study because 
to the data are not appropriate for the MCA (Andrew et al, 
1975) . The dependent variable is very skewed (15 per cent) 
and most of the independent variables significantly interact
with each other.
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2.4. Dependent Variable
As mentioned above the dependent variable that will be 
used is ever use of contraception, a combination of current 
users and former users. However, there is a possibility of 
under-reporting in these data. This fact was pointed out by 
Ross and Poedjastoeti (1983: 75), showing low contraceptive 
prevalence in most methods and provinces in the 1980 census 
compared to those in the 1979 National Socio-Economic Survey 
(SUSENAS). Another study by Streatfield (1985: 345-346), 
which compared the 1980 census results with the NFPCB 
service statistics for the same time period, had a similar 
finding of relatively low contraceptive prevalence rates in 
the census compared to NFPCB service statistics. Especially 
for West Kalimantan, each of the three methods -- the pill, 
IUD and condom -- were significantly under-reported, but not 
the three methods combined (Streatfield, 1985: 345-346). 
Ross and Poedjastoeti (1983: 75) suggest that under­
reporting in the census data is mainly due to proxy 
reporting (a variety of household members supplied family 
planning information and not necessarily the woman herself).
Moreover, the current use of contraception is more 
subject to under-reporting due to the way the answers were 
treated. In the survey, family planning information was 
collected by asking two questions of married women aged less 
than 50 years. The questionnaire provided the same five 
categories for those two questions, the pill, IUD, condoms, 
"other methods" and "never use". If the respondent used a 
combination of methods, the interviewers could circle more 
than one method. The first question asked was which methods
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of family planning the respondent or her husband had ever 
used. If the answer was "other methods” or "never use", they 
would not be asked the next question, which asked about the 
method of family planning they were currently using (see 
Appendix One for a copy of the questionnaire).
The way of treating "other methods" was very sensitive 
to under-reporting, especially if the women who had ever 
used "other methods" were currently using contraceptives. 
The relatively high proportion of the women who had ever 
used "other methods" (see Table 2.1) is a good reason for 
using "ever use" of contraception as the dependent variable 
instead of "current use".
In addition, the survey interviewers might have been 
unsuccessful in explaining the meaning of the questions to 
the respondents and this could lead them to answer the 
question incorrectly. This might have happened since the 
survey collected a variety of information, not on family 
planning specifically, and the interviewers may not have had 
sufficient knowledge of family planning.
Since the population of West Kalimantan uses many 
different languages and not everyone can speak and 
understand Bahasa Indonesia correctly, there is possibility 
of error due to translation of the questionnaire which was 
printed only in Bahasa Indonesia. The consistency in 
translation among the different interviewers in different 
languages can not be guaranteed. This is because the formal 
translation of the questionnaire to the local language is
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not available and the interviewers translated the questions 
at the time of interview.
2.5. Independent Variables
In order to compare this study with studies elsewhere, 
it is important to combine some of the original categories 
into new ones. Especially for living standards, more than 
one variable has been used to construct a new variable. The 
following section will discuss the independent variables in 
some detail.
2.5.1. Place of Residence
Place of residence will be grouped following the 
general classification of urban and rural. About 85 per cent
Table 2.2: Percentage Distribution of Respondents by Place 
of Residence and Regency, West Kalimantan, 1980
Regency Urban Rural Total
Pontianak Municipality 91.1 8.9 10.5
(1824) ( 178) (2002)
Sambas 12.0 88.0 22.4
(515) (3774) (4289)
Pontianak 2.7 97.3 28.9
(147) (5389) (5536)
Sanggau 1.8 98.2 12.9
( 45) (2430) (2475)
Ketapang 5.6 94.4 10.2
(110) (1853) (1963)
Sintang 4.3 95.7 9.7
( 80) (1785) (1865)
Kapuas Hulu 6.8 93.2 5.4
( 70) ( 965) (1035)
Total 14.6 85.4 100.0
(2791) (16374) (19165)
Source: Primary analysis of 1980 census data tape.
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of the respondents lived in rural areas compared to 15 per 
cent who lived in urban areas. Table 2.2 shows the 
percentage distribution of the respondents by place of 
residence and regency. In each regency, the majority of the 
respondents lived in rural areas, except for Pontianak 
Municipality. This is because Pontianak Municipality is a 
special region of the provincial capital.
2.5.2. Religion
One of the social issues which can affect the human way 
of life, and which is sometimes regarded as a sensitive 
issue, is religion. Among the people who previously had a 
different religion before they became followers of a new 
religion, the former religion may still affect their life. 
In West Kalimantan, for instance, there are many Chinese 
Christians who still celebrate Imlex (Chinese New Year). 
Similarly some Dayak Christians still celebrate Gawai, one 
of the major Dayak festival days which is celebrated to 
repay the kindness of ancestors (Lontaan, 1975: 489). If the 
former religion still has a strong -place in the daily life 
of the followers of the new religions, especially when these 
two religions are contradictory, error might be present in 
the analysis of the influence of religion on contraceptive 
use.
In Section 1.3.2, four religions have been mentioned: 
Islam, Christianity, Buddhism and Hinduism. However, there 
are some other beliefs also found in West Kalimantan which 
can not be classified into these four religions. These 
beliefs are classified as "others". Among the respondents,
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about 15 per cent are classified in "others". This is higher 
than Buddhism and Hinduism (1 per cent) but lower than Islam 
(53 per cent) and Christianity (31 per cent). The relatively 
high proportion of "others" is because many Chinese people 
maintain Confucian beliefs, and some Dayaks maintain 
Kaharingan beliefs (one kind of animism) . Since the 
frequency of Buddhists and Hindus is very small, those two 
religions are combined into "others" for the purpose of the 
analysis.
2.5.3. Ethnicity
Another sensitive social issue is ethnicity. It is very 
difficult to obtain ethnicity data. Since Independence 
(August 17, 1945), ethnicity questions have never been asked 
in the census. The latest census involving ethnicity was the 
1930 census (Suparlan and Sigit, 1976: 1). Most ethnicity 
data have been derived from language used every day at home. 
Thus, this study also will use home language as a proxy for 
ethnicity. However, this approach is not entirely correct, 
because some people speak a different language from their 
own ethnic language, especially those people who live within 
a different ethnic group and are probably influenced by the 
culture and language of that ethnic group.
In order to determine which ethnic group is using which 
language at home, the classification of Indonesian tribal 
languages by Esser (McVey, 1961 cited in Hull, 1983: 347- 
348) and the classification of Dayaks by Malinckrodt and 
Duman (Ukur, 1971 cited in Lontaan, 1975: 48-63) will be 
utilized. Languages which are similar have been combined.
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For example, "Dayak" is made up of Kalimantan, Ot Danum, 
Kenya Bahau, Daya Apu Kayan, Daya Klemantan/Daya Darat, Daya 
Kenyan and Daya Manyan languages.
In the 1980 Census 39 separate languages were found in 
West Kalimantan. However, only some of these languages are 
widely used, mainly ’Kalimantan", "Malay" and "foreign 
language". The majority of the respondents speak 
"Kalimantan" language at home, which is the name used in the 
census for Dayak language, and such respondents will be 
assumed to be Dayaks. Another major ethnic group is the 
Chinese. However, Chinese language does not have a separate 
category in the census. Therefore, those who speak a 
"foreign language" have been assumed to be Chinese. Besides 
the three major ethnic groups, namely the Dayaks, the Malays 
and the Chinese, there are many other ethnic groups speaking 
different languages which have been grouped into one group, 
"others". Those who speak Bahasa Indonesia are also included 
in the "others". The proportions of the respondents by 
ethnic group in descending order are Dayaks (39 per cent), 
Malays (26 per cent), "Others" (25 per cent) and Chinese (10 
per cent).
Ethnicity is especially difficult to identify if the 
respondents speak Bahasa Indonesia as their language at 
home. Those who speak Bahasa Indonesia are usually in mixed 
marriages between two different ethnic groups and live in 
urban areas where mixed culture is more dominant than the 
original one. In other cases, couples in mixed marriages can 
also use either husband's or wife's language; accordingly
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the family life could be affected either by husband's or 
wife's culture.
The assumed relationship between language and ethnicity 
can be checked by matching language and religion (Table 
2.3) . This seems to be consistent since the majority of 
Malays are Muslims, the majority of Chinese are the "other 
religions" and the majority of Dayaks are Christians. As 
mentioned before, respondents often use a home language 
which is different from the language of their own ethnic 
group. One example can be seen clearly in the cross 
classification of Malay language and religion. Malays in 
this province can be said to be 100 per cent Muslim. 
However, Christians and the "other religions" are found 
among those who speak Malay. Even though their proportions 
are very small, this may reflect the other ethnic groups,
Table 2.3: Percentage Distribution of Respondents by 
Language Used at Home and by Religion, 
West Kalimantan, 1980
Home Religion
Language
Islam Christian Others
Total
Dayak 21.6 65.9 12.5 39.4
(1630) (4979) ( 943) (7552)
Malay 98.9 0.6 0.6 25.6
(4846) ( 27) ( 27) (4900)
Chinese 1.1 9.5 89.3 10.1
( 22) ( 184) (1728) (1934)
Others 78.3 ■ 13.6 8.1 24.9
(3744) ( 650) ( 385) (4779)
Total 53.4 30.5 16.1 100.0
(10242) (5840) (3083) (19165)
Source: Primary analysis of 1980 census data tape.
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for instance Chinese or Dayaks, where the majority are not 
Muslim but speak Malay language at home.
The table also shows that some speakers of Chinese and 
Dayak are Muslim. This is most probably due to mixed 
marriage, where the wives have changed to the husbands' 
religion. However, those who change their religion do not 
always change their home language to their husband's home 
language, especially if they still live among their own 
ethnic group.
2.5.4. Age and Number of Living Children
The Indonesian Family Planning program has five 
targets, namely Panca Karya (NFPCB, 1982: 22-23). The first 
and the second are related to age and number of children. 
The first is to encourage the couples where the wives are 
under 30 years of age or have less than three children, to 
have a maximum of two children. The second is to encourage 
the couples where the wives are over 30 years of age or have 
more than two children to terminate childbearing (NFPCB, 
1982: 22-23). In order to connect this study with those two 
targets, women will be grouped into three groups: 15-29, 30- 
39, and 40-49 years of age, and the number of living 
children also will be grouped into three: 0-2, 3-4, and 5 or 
more.
However, age data suffers from considerable error. 
Based on the 1980 Census, the results of the United Nations 
and Whipple's indices for females in West Kalimantan are 
34.8 and 200.8 respectively (Ahmad, 1984). The result of the 
United Nations' index shows age reporting as "inaccurate”.
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Inaccuracy of age reporting might be due to digit preference 
in age reporting, in this case ages ending with zero and 
five, as reflected by the result of Whipple's index. This 
error can affect the relationship between age and the other 
variables. However, this age misreporting can reasonably be 
reduced by age grouping.
Table 2.4: Percentage Distribution of Respondents by Age 
and Number of Living Children,
West Kalimantan, 1980
Age
Number of Living Children
Total
0-2 3-4 5 or more
15-29 72.5 23.0 4.5 48.6
(6753) (2139) (423) (9315)
30-39 23.6 35.1 41.3 31.8
(1437) (2140) (2521) (6098)
40-49 18.7 24.8 56.5 19.6
( 702) ( 929) (2121) (3752)
Total 46.4 27.2 26.4 100.0
(8892) (5208) (5065) (19165)
Source: Primary analysis of 1980 census data tape.
Age distribution of the respondents showed 49 per cent
for age 15-29 , 32 per cent for age 30-39 and 20 per cent for
age 40-49. For the number of living children, the
distribution appears as follows: 46 per cent of the
respondents have two children or less, 27 per cent of the 
respondents have three or four children and 2 6 per cent of 
the respondents have five children or more. The distribution 
of age and the number of living children showed 
concentration at age under 30 and less than 3 children (see
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Table 2.4). If the government succeeds in encouraging the 
women who are under 30 years of age and have less than 3 
children to have a maximum of two children, this area will 
have a great opportunity to reduce fertility in the future.
2.5.5. Education and Occupation
In this kind of study, in the countries where the role 
of the husband in family life is often regarded as more 
important than that of the wife, husband's education and 
occupation might be more important in the analysis than the 
wife's. However, this study can only use wife's education 
and occupation instead of husband's education and 
occupation, because it is impossible to match the records of 
the individual women with their respective husbands. The 
census only provides individual and household data. Although 
the census also provides information on the relationship 
between individual women and the head of household, the 
status of the relationship between the woman and the head of 
household is not always as a "wife”. This is because the 
head of household might be the father, father in-law or -the 
respondent herself.
The level of education has been grouped into four 
categories: none, some primary, primary completed and junior 
high school or more. Most of the respondents do not have any 
education (60 per cent) . Of the others, 27 per cent have 
some primary education, 9 per cent have primary completed, 
and 4 per cent have junior high school or more. Furthermore, 
the wife's occupation has been grouped into three 
categories: not working, working in the agricultural sector,
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and working in the non-agricultural sector. The non- 
agricultural sector consists of a number of occupations: 
professional and technical; administrative and managerial; 
clerical; sales and service; production workers; transport 
equipment operators; and labourers. The proportions of the 
respondents who are not working and working in the 
agricultural sector are almost the same, 49 per cent and 48 
per cent respectively. Only 3 per cent of the respondents 
are working in the non-agricultural sector.
2.5.6. Standard of Living
The living standard index is constructed by adding up 
nine separate variables, four variables under "housing 
conditions" and five variables under "ownership of consumer 
durables". The specification of housing conditions and the 
ownership of consumer durables and the relevant scorings are 
as f ollows:
.. Housing Conditions
Housing material:
Walls
Concrete
Wood
Bamboo, other
Score
2
1
0
Floor
Tile, cement 
Wood
Bamboo, earth, other
Score
2
1
0
Lighting
Electric
Pressure-pump lamp 
Kerosene, other
Score
2
1
0
Fuel for cooking
Electric, gas 
Kerosene
Wood, coal, other
Score
2
1
0
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Ownership of Consumer Durables
Scoring
Consumer durables Own Not
Television 2 0
Radio/cassette player 1 0
Stove 1 0
Bicycle 1 0
Cupboard 1 0
Living standard scores have been grouped as follows: 
low (score 0 to 2) , middle (score 3 to 5) , upper-middle 
(score 6 to 10) and high (score 11 to 14). The distribution 
of the respondents by living standard appears to be a 
"normal curve", with most of the respondents having a middle 
living standard (41 per cent), followed by low living 
standard (36 per cent), upper middle living standard (19 per 
cent) and high living standard (4 per cent).
The socio-economic factors, which had been mentioned 
above (summarized in Table 2.5), and their relationship with 
contraceptive use will be discussed in Chapter Four. The 
analysis will be carried out in urban and rural areas 
separately. Since the number of samples in urban areas is 
much smaller than that of rural areas and to avoid 
insufficient number of cases in each cell of cross-tabulated 
data, the number of categories for the occupation and 
standard of living variables used in urban areas is less 
than in rural areas. In urban areas, the categories for the 
occupation variable are working and not working, and for 
standard of living are low, middle and high.
Table 2.5: Percentage Distribution of Respondents According 
to Selected Socio-Economic Variables,
West Kalimantan, 1980
Selected Socio Economic Variables Percentage Sample Size
Place of Residence
Urban
Rural
Total
14.6 *
85.4 
100.0
2791
16374
19165
Religion
Islam 53.4 10242
Christian 30.5 5840
Others 16.1 3083
Total 100.0 19165
Ethnicity
Dayaks 39.4 7552
Malays 25.6 4900
Chinese 10.1 1934
Others 24.9 4779
Total 100.0 19165
Age
15 - 29 48.6 9315
30 - 39 31.8 6098
40 - 49 19.6 3752
Total 100.0 19165
Number of Living Children
0 - 2 46.4 8892
3 - 4 27.2 5208
5 or more 26.4 5065
Total 100.0 19165
Education
None 60.2 11534
Some Primary 26.9 5169
Primary Completed 8.6 1644
Junior High School and more 4.3 818
Total 100.0 19165
Occupation
Not Working 48.6 9273
Working in Agricultural 48.0 9172
Working in Non Agricultural 3.4 651
Total 100.0 19096
Standard of Living
Low 36.0 6905
Middle 41.1 7877
Upper Middle 18.6 3571
High 4.3 812
Total 100.0 19165
Note: * = missing cases 69
Source: Primary analysis of 1980 census data tape.
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CHAPTER THREE
FAMILY PLANNING PROGRAM IN WEST KALIMANTAN
3.1. Introduction
As stated by Haryono Suyono, Deputy Chairman of 
Indonesia's National Family Planning Co-ordinating Board, 
the program commitment in the Outer Islands was different 
from Java and Bali. In Java and Bali, where the population 
problem could be seen clearly, family planning had been a 
first priority. In the Outer Islands with large amounts of 
land and small populations, family planning had been more 
intended for the welfare of the community than fertility 
control (International Family Planning Perspectives, 1979: 
59) . However, the reality showed that the population growth 
in some of the areas in the Outer Islands was relatively 
high (3 per cent or more each year) and they had very young 
age structures (Chernichovsky and Meesook, 1981: 26). The
Outer Islands were predicted as having momentum for 
population growth. Therefore, the family planning program 
must succeed also in these areas (Chernichovsky and Meesook, 
1981: 26).
This chapter will discuss the implementation of the 
family planning program in West Kalimantan, one province 
within the Outer Islands I group which has very scattered
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population, very low density but high fertility and 
population growth (see Table 1.1 in Chapter One). The family 
planning facilities which are an important part of the 
program, and the obstacles to the program will also be 
discussed. Some comparison between West Kalimantan and Java- 
Bali will be carried out, because the latter are known as 
the most successful areas in the family planning program in 
Indonesia.
3.2. The Implementation of the Program
The implementation of the family planning program in 
West Kalimantan was officially started in 1974, when the 
Government expanded the family planning program from Java 
and Bali to ten provinces in the Outer Islands I group
(NFPCB, 1986: 32). In the same year, the provincial NFPCB
was established. Six years later in 1980, the NFPCB was
established in every regency (kabupaten) of the province. 
During those six years, the role of Department of Health in
carrying out the program appears to have been greater than
the NFPCB. Accordingly, the clinic approach was unavoidable 
in the program implementation in West Kalimantan. Since the 
clinics are located in the sub-district capital, the 
Government has operated Mobile Medical Teams providing 
family planning services in the areas that are far from the 
clinics.
In order to provide the family planning services to 
many people who live in the villages, a community
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distribution program has been set up in West Kalimantan, 
together with the other nine provinces within the Outer 
Islands I group, since mid 1977 (U.S. Agency for
International Development, 1980: 10) . By that time however,
the NFPCB had not been established in every regency of West 
Kalimantan. Thus, a community distribution program probably 
had not been fully co-ordinated and supervised by the 
provincial branch of the NFPCB. The family planning services 
were still concentrated in the clinic, which could only 
reach certain people who lived near the clinic, while many 
of the others were not covered properly by the program. 
Therefore, this might lead to low contraceptive prevalence 
in 1980.
Based on the 1980 Census, contraceptive prevalence for 
the women aged 15-44 in West Kalimantan (14 per cent) is 
relatively low compared with the level for the nation as a 
whole (27 per cent) . Moreover, it is lower than every 
province of Java and Bali, every province of the Outer 
Island I group except Aceh, and Bengkulu in the Outer Island 
II group (Streatfield and Larson, 1987: 7). Based on the 
program achievement in 1980, West Kalimantan together with 
Aceh and Riau were listed as "special provinces that have 
psychological and political impact for the program" (NFPCB, 
1986: 34). For West Kalimantan this categorisation is 
probably due to another important factor: the many Chinese 
who live in this province (for more detail see discussion in 
Sections 3.4.3 and 4.2.3) . In the 1985 Intercensal Survey 
(SUPAS), the contraceptive prevalence in West Kalimantan had 
increased by 18 per cent from the 1980 census level to 32
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per cent (Streatfield and Larson, 1987: 7). This figure must 
be used with caution, however, because sampling error must 
be considered in the 1985 data (Streatfield and Larson, 
1987: 2) due to a much smaller sample size (Central Bureau 
of Statistics, 1986: 17-18, cited in Streatfield and Larson, 
1987: 2). If it is an accurate figure, the large increase in 
contraceptive prevalence from 1980 to 1985 might reflect the 
result of the establishment of NFPCB in every regency, which 
led to the better co-ordination and supervision of the 
community distribution program by the NFPCB compared with 
the years before 1980. Furthermore, some portion of the 
large increase in contraceptive prevalence from 1980 to 1985 
may also be due to under reporting in the 1980 data.
Table 3.1: Numbers and Percentages of Contraceptive Users, 
West Kalimantan, 1974/75 - 1984/85
Year
Number of 
Contraceptive 
Users
Percentage of Users 
Among Married 
Women Aged 15-44
1974/75 4,546 1
1975/76 8, 181 2
1976/77 12,538 4
1977/78 26,617 8
1978/79 19,470 5
1979/80 27,310 7
1980/81 50,104 13
1981/82 99,239 25
1982/83 153,314 38
1983/84 198,674 49
1984/85 222,099 53
Note: The data refer to 1 April of the first year and
end on 31 March of the second year.
Source: Data before 1975/76 from Buku Statistik Pelita I 
dan II, and Data from 1975/76 onwards from the 
NFPCB March Statistical Summaries, cited in 
NFPCB, nd : Table 8.2; NFPCB, nd : Table 8.4
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Besides the data from the 1980 census and 1985 SUPAS, 
the service statistics of the NFPCB also offer data on 
contraceptive use. Table 3.1 shows that the number of
contraceptive users in West Kalimantan rose from 4,546 in 
1974/75, the first year of the program, to 222,099 in
1984/85. Accordingly, the proportions of married women 
(eligible couples) aged 15-44 using contraception rose from 
1 per cent in 1974/75, to 53 per cent in 1984/85 . The 
contraceptive users increased significantly especially after 
1979/80. As mentioned before, this might be due to the 
better co-ordination and supervision which led to the 
improvement of the services of the community distribution 
program. Except for a small decrease in 1978/79 from 
1977/78, the number of contraceptive users increases every 
year.
However, there are considerable differences in the
estimation of contraceptive prevalence between the 1985 
SUPAS and NFPCB service statistics. The service statistics 
estimation prior to the SUPAS (especially in 1982/1983- 
1984/1985) should not be much higher than that of the SUPAS.' 
Since the NFPCB had evaluated their data in early 1985 and 
had attempted to improve their accuracy by eliminating 
several million couples recorded as current users, this 
suggests that the SUPAS estimation might be an underestimate 
(Streatfield and Larson, 1987: 3). However there is not 
sufficient evidence in the SUPAS data which can suggest an 
underestimate of the contraceptive use figures (Streatfield 
and Larson, 1987: 3). The accuracy of the SUPAS data can be 
evaluated indirectly using the TARGET model (Bongaarts and
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Stover, 1986). The estimation of contraceptive prevalence 
based on this model is between the SUPAS and the service 
statistics estimation, 20 per cent, 25 per cent, 30 per 
cent, 36 per cent and 41 per cent, for the years 1981, 1982, 
1983, 1984, and 1985 respectively (for detailed explanation
see Appendix Two) . This indicates that there is an 
underestimate in the SUPAS and an overestimate in the 
service statistics. The TARGET model has been used by 
Streatfield and Larson (1987: 3-4) in order to evaluate the
accuracy of Indonesia's contraceptive prevalence in the 
SUPAS data, and the results are also similar to the finding 
in this thesis.
3.3. The Program Facilities
As mentioned earlier, the program implementation in 
West Kalimantan was based on the clinic approach. Table 3.2 
indicates that in the early years of the program (1977/78 
in West Kalimantan and 1972/73 in Java and Bali) , the 
average number of eligible couples served per clinic in West 
Kalimantan was higher than in ./Java and Bali. With the 
increase in the number of the family planning clinics, in 
1982/83, West Kalimantan had a much lower average number of 
eligible couples served per clinic than Java and Bali. In 
the same period, the number of family planning clinics in 
Java and Bali was also increased. However, due to a much 
larger population, the average number of eligible couples
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served per clinic in Java and Bali is still higher than in 
West Kalimantan.
Table 3.2: Number of Clinics and Some Measures of Clinic 
Performance, West Kalimantan and Java-Bali, 
1972/73 - 1982/83
1972/73 1977/78 1982/83
West Kalimantan (146,760 Km2>a
Clinics k na 53 142
Eligible Couples b 310,355 352,367 400,065
New Acceptors b na 17,568 54,495
Area Served per Clinic (Km2) na 2,769 1, 034
Eligible Couples per Clinic na 6, 648 2,817
New Acceptors per Clinic na 331 384
Java and Bali (137,748 Km2) a
Clinics k 2, Oil 2,773 3, 417
Eligible Couples ^ 13, 199,394 14,398,099 15,723,986
New Acceptors b li 078,889 1,934,806 2,825,938
Area Served per Clinic (Km2) 68 50 40
Eligible Couples per Clinic 6,564 5, 192 4, 602
New Acceptors per Clinic 536 698 1, 034
Note: na = not available.
Source: a Abdurochim (1986: 12-13).
b NFPCB, nd : Table 6.1, Table 9.2 and Table 11.1.
The lower average in West Kalimantan should not be 
interpreted as indicating a better distribution of the 
family planning services, because the area covered by a 
clinic in West Kalimantan is much larger than in Java and 
Bali. Additionally, as a less densely populated province 
with a scattered population, this has led to difficulties in
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using clinics to spread the services to many people. As 
mentioned before, the clinics are located in the capitals of 
the sub-districts, and the sub-districts all have relatively 
large areas. Therefore, it is not practical for the women 
living far from the clinic to visit the clinic to obtain the 
services. This has hindered the clinics in getting new 
acceptors. This could be reflected by the lower average of 
new acceptors per clinic in West Kalimantan compared with 
Java and Bali.
In order to encourage the community to participate in 
family planning activities, Family Planning Posts and 
Village Contraceptive Distribution Centres (VCDC) have been 
formed. These community organizations have the same 
function, that is, to maintain regular contraceptive 
supplies. This is very important for the people who live far 
from the clinic, especially for those using the pill, who 
have to be supplied regularly in order to avoid becoming at 
risk of pregnancy (NFPCB, 1981: 38). During the second five 
year development plan (1974/75-1979/80), there were 740 
Family Planning Posts and no VCDC in West Kalimantan 
(Republic of Indonesia, 1979: 312). By the end of the third 
five year development plan (1983/84), 3000 Family Planning 
Posts and 3500 VCDC have been formed. However, only 2625 out 
of 3500 VCDC are active (Republic of Indonesia, 1984: 385). 
This is probably due to the fact that the idea for the 
establishment of the VCDC did not originally come from the 
community itself. In addition, the community might receive 
less family planning motivation, which might be due to the 
socio-economic condition favouring high fertility and lack
43
of family planning propaganda by the local Government, thus 
the continuation of the activity in the VCDC might be 
difficult to maintain.
Even though the Government has used the community 
approach to provide services since mid-1977, the achievement 
of the program, especially up to 1980, is relatively low. 
Besides the factors which have been mentioned before, this 
might be because the Government policy in the Outer Islands 
at that time did not include fieldworkers in the program, in 
order to hold down the costs (Hull et al., 1977: 37; 
Chernichovsky and Meesook, 1981: 27; Warwick, 1986: 454-
455) . In such conditions, the community distribution program 
in the Outer Islands is much more dependent on the busy 
local government officials, who are not necessarily 
committed to family planning (Hull et al., 1977: 38). Based
on the experience of Java and Bali, Hull et al. (1977: 38)
judged that it will be difficult to make the services 
widespread without the fieldworkers, who not only bring 
contraceptive supplies to the homes of the acceptors but 
also set up and maintain a community based distribution 
system.
In societies where .individual motivation to control 
fertility is lacking, the role of the fieldworkers as 
recruiters and motivators might improve the family planning 
performance. In the initial development of the program, 
there were also fieldworkers in the program in West 
Kalimantan. However, the number was much lower than in Java 
and Bali. Due to the small number of fieldworkers and the 
scattered population in West Kalimantan, house-to-house
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motivation on a large scale is not possible. The much lower 
number of fieldworkers leads to a much greater average 
number of villages covered by each fieldworker in West 
Kalimantan (22.5) compared to that in Java and Bali (2.6), 
as shown in Table 3.3. Moreover, a fieldworker in West 
Kalimantan also serves more eligible couples than 
fieldworkers in Java and Bali, about 13 per cent more on 
average.
Table 3.3: Number of Fieldworkers and Some Measures of 
Fieldworker Performance, West Kalimantan and 
Java-Bali, 1982/83
West
Kalimantan
Java-Bali
Number of Fieldworkersa 208 9,223
Number of Villagesa 4, 688 23,778
Number of Eligible Couples^ 400,065 15,723,986
Villages per Fieldworker 22.5 2.6
Eligible Couples per Field-Worker 1,923 1,705
Source: a Suryopranoto et al., 1985: 24. 
b NFPCB, nd: Table 9.2.
The other program facility in West Kalimantan is the 
Medical Mobile Teams (MMT). These teams, which consist of 
doctors, midwives, assistants midwives, and family planning 
fieldworkers, deliver family planning services in the areas 
that have no family planning clinics and low participation 
in the program (NFPCB, 1986: 71). During the second five-
year development plan (1974/75-1979/80), 1272 MMT had been
operating. This number was still the same until the end of 
the third five-year development plan (1983/1984) (Republic
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of Indonesia, 1979: 312; Republic of Indonesia, 1984: 384). 
The problem for the MMT in West Kalimantan is the 
geographical conditions which make it difficult for them to 
reach many villages in the remote areas.
3.4. The Obstacles to the Program
Fertility has declined considerably in Java and Bali, 
where the TFR had declined to below 4.0 by 1980 (Abdurochim, 
1986: 26), in part due to the successful implementation of 
the family planning program. However, in the Outer Islands 
the fertility levels still remain high, with TFRs in most 
province above 5.0 in 1980 (Abdurochim, 1986: 26). The 
Central Government has been aware of this, and therefore the 
Outer Islands have been given a greater share of the target 
for new acceptors in the third five-year development plan 
(1979/80-1983/84) (Pandjaitan, 1984: 4). Consequently, the 
provincial Governments in the Outer Islands have to 
accelerate the implementation of the program.
By the end of the third five-year development plan 
(1983/84) , the program had not yet been established in all 
areas of West Kalimantan (Republic of Indonesia, 1984: 385). 
This was because of the large area, the scattered 
population and the transportation difficulties (Republic of 
Indonesia, 1984: 383).
There are several obstacles which make implementation 
of the family planning program West Kalimantan rather 
difficult. The major obstacles to the program in West
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Kalimantan, such as program commitment, geographical 
conditions, the social structure of the community, the role 
of the mass media, and high infant mortality, will be 
discussed in the following sections.
3.4.1. Program Commitment
The experience in West Kalimantan especially before 
1980, when the program was based more on the clinic 
approach, has shown less satisfactory results in terms of 
relatively low contraceptive prevalence in 1980. At that 
time, commitment towards fertility control was not strong 
among the people and quite likely affected the commitment of 
the provincial government to implementing the program. 
Furthermore, this weaker commitment led to less creativity 
by the provincial NFPCB in trying new approaches which might 
be more suited to the social structure of the community. A 
study conducted by Tanjungpura University (UNTAN) found that 
there are many people who do not know who organizes family 
planning activities (UNTAN, 1977: 99) . However, since West 
Kalimantan was given status as "a special province" based on 
the level of program achievement in 1980, this might have 
pushed the provincial Government to become more active in 
the implementation of the program.
3.4.2. Geographical conditions
Since the geographical conditions of West Kalimantan do 
not favour good transportation, there are problems in 
covering the whole province. The program is still limited to 
the urban and densely populated rural areas along the coast
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Figure 1
West Kalimantan and its Regencies
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Source: Reproduced from Mao of Indonesia (P.T. Pembina, 1984).
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which are relatively easy to reach. Transportation is well 
developed only along the coast and along the major highway 
leading to Sarawak. The transportation between the province 
capital and some regencies (Sintang, Ketapang and Kapuas 
Hulu) is mainly by waterway (see Figure 1) . Besides that, 
the population distribution is uneven. There are many small 
groups living in the remote areas. This is the main obstacle 
to the establishment of family planning clinics, field 
worker services and contraceptive supplies (Republic of 
Indonesia, 1979: 312).
Table 3.4: Percentage Distribution of Contraceptive Methods 
Currently Used by Married Women Aged 15-49 by 
Regency, West Kalimantan, 1980
Method of Contraception
Regency
Pill IUD Condom Others
Total
Pontianak (M) 59.5 18.6 3.5 18.4 100.0
Sambas 52.0 10.5 2.2 35.3 100.0
Pontianak 74.5 8.7 1.5 15.3 100.0
Sanggau 60.2 11.8 1.5 26.5 100.0
Ketapang 41.8 4.8 0.8 52.6 100.0
Sintang 43.7 6.5 2.4 47.4 100.0
Kapuas Hulu 73.8 0.0 0.0 26.2 100.0
West Kalimantan 59.6 10.2 1.9 28.3 100.0
Note: (M) Municipality
Source: Primary analysis of 1980 census data tape.
Since many users in many regencies rely on the pill 
(see Table 3.4), regular supplies are needed to ensure 
continuation. For regular contraceptive supplies, 
transportation between the province capital and the regency
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capitals is not usually a problem because of the 
availability of air transport. However, transportation could 
be a great problem within the various regencies due to the 
lack of road and the mountainous terrain in some areas.
3.4.3. The Social Structure of the Community
In order to encourage and increase participation of 
governmental and private institutions and the community, 
political commitment to the program in the field has been 
given by the heads of the government in regional areas 
(Governor, Regents/Mayors, Sub District Heads and Village 
Leaders) (NFPCB, 1986: 30). However, this structure is 
probably more suitable in Java, where the social structure 
reflects traditional reverence of authority figures leading 
to a high degree of influence by the such leaders on 
community life (Parsons, 1984: 18). This can be reflected by 
the fact that greatest achievement of the NFPCB is in the 
areas inhabited by the ethnic Javanese (Parsons, 1984: 17- 
18). In the non-Javanese areas, where the acceptance of 
authority figures is lacking, the real challenge of the 
NFPCB is to find a strategy to motivate the people in family 
planning by creating an effective external motivation 
mechanism (Parsons, 1984: 18). This is also the case in West 
Kalimantan.
In West Kalimantan, the head of the village, the lowest 
rank of the administrative•leadership, is more independent 
of higher administrative levels and also has less influence 
on the lives of the villagers. This is similar to the 
situation among the Sundanese in West Java (Parsons, 1984:
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18) . Lack of acceptance of the authority figures in West 
Kalimantan, such as the head of the village or the other 
administrative leaders, might be due to the lower degree of 
social stratification among the people (Proyek Penelitian 
dan Pencatatan Kebudayaan Daerah, 1977/78: 207-209). This is 
different from Javanese society where social stratification 
still exists strongly in daily life (Kodiran, 1971: 342) . 
The social structure in West Kalimantan might make the role 
of the administrative leaders in the implementation of the 
program weaker than in Javanese society.
The Dayaks (the natives of West Kalimantan) , in
addition to the administrative head of the village, also
have a traditional leader (kepala adat) . However, this
channel does not seem to be fully used by the Government. 
This is probably due to there being no specific traditional 
organization among the Dayaks such as the ban jar in Bali. 
The banjar, the traditional centre for mutual aid and co­
operation and an extraordinarily strong social and 
administrative group, has played a considerable role in 
family planning program in Bali (Hull et al., 1978: 25). The 
traditional organization in West Kalimantan is complimentary 
to the village organization and it only takes care of the 
adat (custom) law and the adat istiadat (customs and 
traditions) but not the village administration (Proyek 
Penelitian dan Pencatatan Kebudayaan Daerah, 1977/78: 206).
Another feature of social structure in West Kalimantan 
is that the leadership and many high ranking officials in 
West Kalimantan are not from West Kalimantan originally, but 
are Javanese, Sundanese or Batak. Their culture, which
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indirectly might affect the way the program is implemented, 
might be not be compatible with the culture of the major 
ethnic groups in West Kalimantan.
Moreover, the population of West Kalimantan is far from 
homogeneous. The three major ethnic groups in this province, 
namely the Dayaks, the Malays and the Chinese, have their 
own languages, religions and cultures and these are quite 
different from each other. They also tend to reside in 
different areas. The original area of the Dayaks was in the 
remote and upper parts of the river basins, while the Malays 
lived in the coastal areas and the Chinese inhabited urban 
areas. Nowadays, there are many Dayaks and Malays living in 
urban areas. As mentioned in section 1.3.2 in Chapter One, 
there are many other ethnic groups who live in this 
province.
For the Chinese, there are special problems. Even 
though the Chinese have been living in this province since 
the third century (Lontaan, 1975: 245), they still maintain 
their original culture. Most of them are involved in 
commerce and are rarely involved in Government activities. 
Their life style is very group oriented and this tends to 
isolate them from the other ethnic groups. Most Chinese 
speak their own language and only a few can speak Bahasa 
Indonesia, in contrast to the Chinese in Java who can speak 
Bahasa Indonesia fluently.
3.4.4. The Role of Mass Media
Mass media, such as radio, television and newspapers 
are part of public communications which have an important
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function because they can affect the way of thinking of the 
people. These have an important role in bringing family 
planning ideas to the community, providing information and 
creating motivation by promoting independent decisions to 
use contraceptives (Berelson, 1984) .
Unfortunately, the role of mass media, especially 
television, in bringing the message from the Government in 
West Kalimantan is not very effective. This is because few 
people have television especially in rural areas where only 
5 per cent of households have television receivers 
(Pandjaitan, 1986: 101). Although the percentage of 
households having television in urban areas is much higher 
(39 per cent) (Pandjaitan, 1986: 101), it still difficult to 
increase the effectiveness of television as a medium in the 
family planning program. This is because West Kalimantan is 
very close to Sarawak (Malaysia), so that most parts of West 
Kalimantan can not receive the Television of the Republic of 
Indonesia (TVRI) broadcasts clearly. In contrast the 
Malaysian television broadcasts can be received very 
clearly. Additionally, since the Malaysian television 
station broadcasts more entertainment in the evening 
compared with the TVRI, which broadcasts more regional news 
and Government propaganda, the audience is more interested 
in Malaysian television than in TVRI.
Another important medium is the radio. Relatively many 
people have radio receivers in this province (59 per cent in 
urban areas and 41 per cent in rural areas) (Pandjaitan, 
1986: 101). Besides broadcasting in Bahasa Indonesia, there 
is special broadcasting in Dayak and Malay which can be used
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by the Government to motivate the people. However, there is 
no broadcasting in Chinese. This is probably because the 
Government does not allow it. Since the radio more easily 
receives broadcasting from foreign countries, there is a 
possibility for the Chinese not to listen to Indonesian 
broadcasting. In addition, the radio of the nearest 
neighbour country (Malaysia) has special broadcasting in 
Chinese.
Another medium is print. However, due to the high 
illiteracy rate in West Kalimantan this medium can not reach 
many people. In 1980, with a 42 per cent illiteracy rate, 
West Kalimantan is one of nine provinces of Indonesia which 
have an illiteracy rate more than 30 per cent. Both in urban 
and rural areas, the female illiteracy rate is higher than 
that of males. In urban areas the female and male illiteracy 
rates are 30 per cent and 16 per cent respectively. In rural 
areas, the female and male illiteracy rates are 58 per cent 
and 34 per cent respectively (Pandjaitan, 1986: 81-83).
Since the price of printed media such as newspapers and 
magazines is also relatively high, literate people also have 
difficulty in gaining access to printed media. There is a 
village newspaper program in West Kalimantan, but from 
personal observation, the circulation of the newspaper seems 
to be very low; sometimes the circulation stops for weeks 
even months at a time. Transportation difficulties could 
also act as an obstacle to the circulation of newspaper in 
the villages. For the Chinese, who might be mostly literate 
only in Chinese, there is no legal print medium in Chinese
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language. This is probably also a result of prohibition by 
the Government.
3.4.« 5. High Infant Mortality
High infant mortality in this province could lead to 
less motivation for the people to use contraception. In 
1980, the Infant Mortality Rate (IMR) for males was 127 per 
1000 life births while for females it was 107 per 1000 life 
births. These figures are higher than those for Indonesia 
as a whole (117 per 1000 life births for males and 98 per 
1000 life births for females) (Abdurochim, 1986: 35). Since 
the program efforts are not only directed to controlling 
population growth, but also to improving maternal and child 
welfare, maternal and child health care has became an 
important part of the implementation of the family planning 
program in Indonesia (NFPCB, 1986: 26) . For that purpose, 
the Government has integrated the family planning activities 
and maternal and child health care. Since the health of the 
children has become a major concern of the program 
activities, the government seems not to face many 
difficulties in encouraging the village people to be active 
in the program.
The integration of the family planning services and 
maternal and child health care, which is based on community 
participation, can also help the Government by making more 
efficient use of the scarce human resources. This is because 
the health field faces difficulties in placing doctors in 
the many remote areas of West Kalimantan, where 
transportation is difficult, and only community
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participation can improve health in this situation. The 
small number of doctors has led to a relatively high ratio 
of population per doctor in West Kalimantan with 14,375 
persons per doctor during the period 1974/75-1978/79 and 
17,507 persons per doctor during the period 1979/80-1983/84 
(Republic of Indonesia, 1979: 286; Republic of Indonesia,
1984: 341). Even though the number of doctors has increased 
compared with the period 1974/75-1978/79, the figures show 
that the ratio of population per doctor in the period 
1979/80-1983/84 has become worse. As mentioned earlier, 
since the integration of family planning services and 
maternal and child health is more dependent on community 
participation, the high ratio of population per doctor is 
not so important in these activities.
3.5. Conclusion
The implementation of the program in West Kalimantan 
especially before 1980, was based more on the clinic 
approach. The community distribution was less successful in 
this period. This might be due to less co-ordination and 
supervision from NFPCB which was only established in every 
regency in 1980. In the implementation of the program, the 
main obstacle to the Government is the program commitment 
towards fertility control which has not been strong. Another 
important obstacle is the geographical conditions which do 
not favour good transportation. Relatively large areas, and 
very scattered population lead to uneven distribution of the
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family planning services. Furthermore, the heterogenety of 
the population with different social and cultural contexts, 
and the low effectiveness of television and print media in 
bringing family planning messages should be considered by 
the Government. Lastly, the high infant mortality could be a 
stumbling block to the program.
To sum up the discussion in this chapter, it is 
necessary to say that inviting community participation only 
by providing family planning services is not sufficient. 
Changes in the socio-economic structure through development 
are also needed because this will create the incentive and 
motivation to control fertility (Todaro, 1981: 175). This 
factor is important to maintain the continuation of the 
program until such time as the Government does not need to 
be fully involved in it.
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CHAPTER FOUR
SOCIO-ECONOMIC FACTORS AND CONTRACEPTIVE USE 
IN WEST KALIMANTAN
4.1. Introduction
This chapter will discuss the relationship between 
socio-economic factors and contraceptive use. This will be 
analysed using cross tabulation and direct standardization. 
The socio-economic variables consist of place of residence, 
religion, ethnicity, age, number of living children, 
education, occupation and standard of living. Three 
variables —  age, the number of living children, and 
education -- will be used as control variables, depending on 
the assumption regarding which of them has a stronger 
association with the independent variable in affecting the 
dependent variable. Moreover those three variables will also 
be used as independent variables in some part of the 
analysis.
As mentioned in Chapter Two, there are three kinds of 
effects which usually occur in standardization (Pullum, 
1978) . First, "total effect" is the effect of the 
independent variables on the use of contraception before 
standardization. Second, "net effect" is the effect of the 
independent variables on the use of contraception after the
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effect of the compositional variable is removed by
standardization. These two effects are interpreted as the 
deviation of the category specific mean from the overall 
mean. Lastly, the portion of the total effect which is due 
to the association with the compositional variable is 
interpreted as an "indirect effect" (Pullum, 1978) .
4.2. The Influence of Socio Economic Factors on
Contraceptive Use
4.2.1. Place of Residence
As mentioned earlier, the implementation of the family 
planning program in West Kalimantan, especially up to the 
year 1980, was based more on the clinic approach. This has 
resulted in family planning facilities being more
concentrated in urban areas than in rural areas. By the end 
of the third five-year development plan (1983/84), not all 
rural areas in West Kalimantan had been reached by the 
program (Republic of Indonesia, 1984: 385). This is mainly
due to the geographical problems and transportation 
difficulties. There is uneven distribution of roads in this 
province with nearly half of the road length being 
concentrated in Pontianak and the surrounding region. River 
transportation is more important than surface transportation 
in the interior of some regions.
Moreover, in addition to the slower implementation of 
the program in rural areas, there are many other factors 
supporting higher contraceptive use in urban areas. For
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instance urban areas have more health, education, 
transportation and communication facilities . Thus, urban 
people can be reached more easily by the family planning 
program either through the mass media or through health 
officials in the hospital. Furthermore, better education 
facilities in urban areas lead to the concentration of 
educated people in urban areas. As mentioned in Section 
1.4.5, education can influence contraceptive use through
raising the economic cost of having children, declining 
traditional and religious values, improved knowledge of non 
familial activities and alternatives to childbearing (ESCAP, 
1974: 38) . Such conditions have led to very substantial
differences in the use of contraception between urban and 
rural areas (See Table 4.1).
The use of contraception among currently married women 
aged 15-4 9 in urban areas is 28 per cent, which is much 
higher (13 per cent, the total effect) than the overall
average of 15 per cent. In rural areas, only 13 per cent of 
the women used contraception, 2 per cent lower than the 
average. This finding is somewhat different from that in 
Indonesia as a whole and Java and Bali. The difference in 
contraceptive use in urban and rural areas in all of
Indonesia is only about two per cent (Usman, 1984 : 46) and
less than one per cent in Java and Bali (Freedman et al,
1981: 7) .
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Table 4.1: Proportion of Married Women Age d  15-■4 9 Who Had
Ever Used Contraception by Place of Residence,
Standardized for Education, West Kalimantan, 1980
Education Urban Rural Total
None 14.8 9.3 9.8
N 953 10581 11534
Some Primary 22.6 17.2 18.0
N 757 4412 5169
Primary Completed 39.1 26.3 31.0
N 604 1040 1644
Junior High School* 48.9 41.9 46.0
N 477 341 818
Total 28.0 13.2 15.4
N 2791 16374 19165
Standardization 20.4 14.3
Total Effect 12.6 -2.2
Net Effect 5.0 -1.1
Indirect Effect 7.6 -1.1
Note: N = Number of samples
Source: Primary analysis of 1980 census data tape.
Table 4.1 also shows the use of contraception according 
to the place of residence, standardized for education. After 
standardization, the use of contraception in urban areas is 
reduced by 8 per cent due to the indirect effect of better 
education of urban women. This standardized measure of 
contraceptive use in urban areas is 20 per cent, which is 
still 5 per cent higher than the provincial average. This 
implies that higher contraceptive use in urban areas is only 
partly due to the better education among the urban women.
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Even though the effect of education has been removed, 
the use of contraception in urban areas is still higher than 
in rural areas. This reflects the fact that there are 
factors other than education influencing higher 
contraceptive use in urban areas. For instance urban people 
can obtain family planning services more easily because they 
live near the clinic. Even if they live some distance from 
the clinic, transportation is not as difficult as in rural 
areas so they still can reach the clinic easily.
4.2.2. Religion
The relationship between religion and contraceptive use 
can be seen in Table 4.2. The use of contraception in urban 
areas differs greatly between religious groups. The 
Christians have much higher contraceptive use (45 per cent) 
than the Muslims (29 per cent) and the "Others" group (22 
per cent) . However, there are no large differences in the 
use of contraception among the religious groups in rural 
areas.
High contraceptive use among the Christians is 
probably due to the fact that they are more educated than 
the Muslims and the "Others" group. Table 4.2 also shows the 
use of contraception by religion standardized for education. 
The pattern of contraceptive use by religion in urban areas 
does not change after standardization. There is some 
narrowing of the use of contraception with the greatest 
reduction (6 per cent) among the Christians. This indicates 
that higher contraceptive use among the Christians is partly 
due to their higher levels of education. Similarly in rural
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Table 4.2: Proportion of Married Women Aged 15-49 Who Had
Ever Used Contraception by Religion, Standardized 
for Education, We3t Kalimantan, 1980
Education
Islam
Religion
Christian Others
Total
Urban
None 14.8 16.3 14.7 14.8
N 555 43 355 953
Some Primary 21.1 44.7 21.2 22.6
N 455 47 255 757
Primary Completed 37.8 59.3 34.1 39.1
N 410 59 135 604
Junior High School* 49.2 52.5 43.3 48.9
N 356 61 60 477
Total 28.6 45.2 22.1 28.0
N 1776 210 805 2791
Standardization 27.4 39.5 25.5
Total Effect 0.6 17.2 -5.9
Net Effect -0.6 11.5 -2.5
Indirect Effect 1.2 5.7 -3.4
Rural
None 8.4 10.1 10.5 9.3
N 5180 3597 1804 10581
Some Primary 15.3 19.8 19.8 17.2
N 2506 1501 405 4412
Primary Completed 27.1 25.8 21.1 26.3
N 576 407 57 1040
Junior High School* 43.6 41.6 16.7 41.9
N 204 125 12 341
Total 12.5 14.5 12.4 13.2
N 8466 5630 2278 16374
Standardization 12.2 14.4 13.8
Total Effect -0.7 1.3 -0.8
Net Effect -1.0 1.2 0.6
Indirect Effect 0.3 0.1 -1.4
Note: N = Number of cases
Source: Primary analysis of 1980 census data tape.
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areas, after standardization, the use of contraception for 
Christians is still higher than for the other religious 
groups, although the difference remains very small. In fact, 
if the women at higher education levels (completed primary 
and junior high school or more) in rural areas are compared, 
the use of contraception for the Muslims is slightly higher 
than for the Christians.
4.2.3. Ethnicity
Table 4.3 shows the relationship between ethnicity and 
the use of contraception. In urban areas, the highest 
contraceptive use was found among the Dayaks, while the 
highest contraceptive use in rural areas was found among the 
"Others", which consists of the other ethnic groups such as 
Javanese, Madurese and Sundanese.
It is interesting to note that before standardization 
in both urban and rural areas the Chinese have the lowest 
contraceptive use compared with the other ethnic groups. 
Relatively low contraceptive use among the Chinese in West 
Kalimantan is different from another finding in Indonesia 
where the Chinese have the highest contraceptive use, 
followed by the Javanese, the Sundanese and Minangkabaus 
(Wong and Meng, 1985: 346-347). The difference might be due 
to the fact that the Chinese in West Kalimantan are less 
well educated (see Kantor Menteri Negara Kependudukan dan 
Lingkungan Hidup dengan Lembaga Penelitian Universitas 
Indonesia, 1986: 13), very group-oriented and not many of 
them can understand Bahasa Indonesia, which is mainly used 
by the Government in family planning propaganda. Therefore,
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they have less access to family planning information. A 
study by Tanjungpura University (1977: 16) found that a 
lower proportion of Chinese have heard about family planning 
compared with the other ethnic groups in West Kalimantan. 
After removing the effect of education, in urban areas, 
contraceptive use among the Chinese increased, while it was 
reduced among the Dayaks and the "Others”. As a result, the 
differences in contraceptive use by ethnicity in urban areas 
are relatively small.
In rural areas, contraceptive use for each ethnic 
group, before and after standardization, is only slightly 
different. Contraceptive use differences among the ethnic 
groups are also relatively small with the differences in 
contraceptive use between the Chinese and the other ethnic 
groups being the greatest. Even after standardization, 
contraceptive use among the Chinese in rural areas is still 
the lowest compared with the other ethnic groups. At higher 
levels of education, there are considerable differences in 
contraceptive use between the groups, with the "Other" group 
having much higher contraceptive use.
In urban areas, contraceptive use among the Chinese 
with completed primary and junior high school or more 
education is relatively high, almost the same as the 
"Others" group and above the level of the Dayaks and Malays. 
Since the Chinese are more likely to use economic 
considerations in their decision making, including making 
fertility decisions in which having many children are 
regarded as a hindrance to economic advancement (Wong and 
Meng, 1985: 367), they might have higher latent demand for
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Table 4.3: Proportion of Married Women Aged 15-49 Who Had 
Ever Used Contraception by Ethnicity,
Standardized for Education, West Kalimantan, 1980
Education
Ethnicity
Total
Dayaks Malays Chinese Others
Urban
None
N
15.4
13
21.0
243
14.7
381
10.1
316
14.8 
953
Some Primary 
N
37.1
35
24.8
222
23.3
279
17.2
221
22.6
757
Primary Completed 
N
33.3
39
37.7
170
38.8
147
41.1
248
39.07
604
Junior High School+ 
N
37.5
32
43.5
115
50.0
80
52.40
250
48.85
477
Total
N
33.6
119
29.3
750
24.6
887
29.3
1035
28.0
2791
Standardization 29.0 29.5 28.3 26.0
Total Effect 5.6 1.3 -3.4 1.3
Net Effect 1.0 1.5 0.3 -2.0
Indirect Effect 4.6 -0.2 -3.7 3.3
Rural
None
N
9.3
4875
10.1
2321
5.1
744
9.9
2641
9.3
10581
Some Primary 
N
18.1
2010
15.6
1459
16.2
253
18.7
690
17.2
4412
Primary Completed 
N
20.4
450
23.1
294
22.2
36
40.4
260
26.3
1040
Junior High School* 
N
38.8
98
35.5
76
21.4
14
49.0
153
41.9
341
Total
N
12.7
7433
13.4
4150
8.6
1047
15.3
3744
13.2
16374
Standardization 13.0 12.9 9.5 15.0
Total Effect -0.5 0.2 -4.6 2.1
Net Effect -0.2 -0.3 -3.7 1.8
Indirect Effect -0.3 0.5 -0.9 0.3
Note: N = Number of samples.
Source: Primary analysis of 1980 census data tape
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contraceptive use compared with the other ethnic groups. By 
improving the level of their education, the Chinese might 
have a better understanding in Bahasa Indonesia. This would 
lead to more access to family planning information and 
services for the educated Chinese compared with the less 
educated Chinese. This factor accompanied by the high latent 
demand for contraceptive services has caused a high 
contraceptive use among the educated Chinese. In contrast in 
rural areas, contraceptive use among the Chinese is very low 
among those without any formal education. Nevertheless, 
since many Chinese do not understand Bahasa Indonesia, under 
reporting in the 1980 census data should be considered in 
explaining a low contraceptive use among the Chinese.
4.2.4. Age
The relationship between age and contraceptive use is 
presented in Table 4.4. Both in urban and rural areas, there 
is a curvilinear relationship between age and contraceptive 
use with relatively high use for women in the middle age 
group (30-39) followed by the women aged 15-29 and then 
40-49. Lack of a positive relationship between’ age and 
contraceptive use may indicate that contraceptives are used 
to space births as well as to limit them (United Nations, 
1979: 30).
The relationship between age and contraceptive use 
could be affected by the number of living children. Higher 
contraceptive use for the women aged 30-39 may be due to the 
fact that they have more children compared with the younger 
women. After standardization, in both urban and rural areas
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Table 4.4: Proportion of Married Women Aged 15-49 Who Had
Ever Used Contraception by Age, Standardized for 
Number of Living Children, West Kalimantan, 1980
Number of 
Living
Age
Total
15-29 30-39 40-49Children
Urban
0-2 20.1 17.0 10.1 18.8
N 932 230 89 1251
3-4 43.4 38.8 16.4 36.6
N 281 320 128 729
5 or more 37.5 41.9 26.6 34.4
N 56 372 383 811
Total 26.0 34.6 22.0 28.0
N 1269 922 600 2791
Standardization 31.2 29.9 16.6
Total Effect -2.0 6.6 -6.0
Net Effect 3.2 1.9 -11.4
Indirect Effect -5.2 4.7 5.4
Rural
0-2 10.4 9.0 6.0 9.9
N 5821 1207 613 7641
3-4 19.3 17.0 8.2 16.4
N 1858 1820 801 4479
5 or more 18.5 19.7 10.4 15.8
N 367 2149 1738 4254
Total 12.9 16.3 9.0 13.2
N 8046 5176 3152 16374
Standardization 15.0 14.0 7.8
Total Effect -0.3 3.1 -4.2
Net Effect 1.8 0.8 -5.5
Indirect Effect -2.1 2.3 1.3
Note: N = Number of samples.
Source: Primary analysis of 1980 census data tape.
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the use of contraception for the women aged 15-29 and 30-39 
is almost the same. These groups of women have higher 
contraceptive use than the women aged 40-4 9. Lower 
contraceptive use among the women aged 40-49 can be traced 
to a number of factors. First, many women in that age group 
may believe they are no longer fecund. As Gray (1979) 
pointed out, the mean age at menopause (the sign of the end 
of the reproductive span) varies from about 46 to 51 years. 
Second, the frequency of sexual intercourse can decline 
sharply, especially among the older couples (Cleland and 
Kalule-Sabiti, 1984), with the result that they may be less 
motivated to use contraception. Finally, older women have 
lower levels of education, and are thus less informed about 
family planning.
Both in urban and rural areas, contraceptive use for 
the women aged 15-29 with 0-2 and 3-4 living children is 
higher than for the other age groups. However for 5 or more 
living children, the women aged 30-39 have higher 
contraceptive use compared with the women aged 15-29. This 
is probably due to the women at the older age group (30-39) 
having higher number of living children and being more 
likely to use contraception to limit births. High 
contraceptive use for the women aged 15-29 with a relatively 
small number of living children indicates good prospects for 
fertility decline in the future, as long as their 
contraceptive use is intended to limit births rather than to 
space births, since this age group is the main target of the 
family planning program in Indonesia.
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4.2.5. Number of Living Children.
There is no single pattern in the relationship between 
number of living children and contraceptive use (United 
Nations, 1979: 30). However, in most developing countries, 
contraception is used mainly to terminate childbearing, 
rather than for child spacing (Pullum, 1978: 49). Therefore, 
the number of living children might influence the decision 
whether or not to use contraception. Thus, it could be 
expected that the use of contraception would be positively 
associated with number of living children. This can be 
seen in Table 4.5 where the women with 3-4 and 5 or more 
living children have higher contraceptive use than the women 
who have 0-2 living children. This occurs in all age groups 
of women. It should be noted that the cells in Table 4.5 are 
the same as in Table 4.4, but the two tables are 
standardized differently.
Table 4.5 also shows the influence of the number of 
living children after standardization by age. This analysis 
shows that in both urban and rural areas, after 
standardization, contraceptive use among the women with 3-4 
and 5 or more living children is almost the same, with the 
women who have 5 or more living children being slightly 
higher, and having nearly twice the level of contraceptive 
use of the women with 0-2 living children. As mentioned 
earlier, the women with higher parity have higher 
contraceptive use. This also occurs among the oldest women 
(40-49) which implies that many of these women still regard 
a high number of children as an important factor in the use 
of contraception.
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Table 4.5: Proportion of Married Women Aged 15-49 Who Had 
Ever Used Contraception by the Number of Living 
Children, Standardized for Age, West Kalimantan, 
1980
Age
Number of 
0-2
Living
3-4
Children 
5 or more
Total
Urban
15-29 20.1 43.4 37.5 26.0
N 932 281 56 1269
30-39 17.0 38.8 41.9 34.6
N 230 320 372 922
40-49 10.1 16.4 26.6 22.0
N 89 128 383 600
Total 18.8 36.6 34.4 28.0
N 1251 729 811 2791
Standardization 16.9 36.1 36.6
Total Effect -9.2 8.6 6.4
Net Effect -11.1 8.1 8.6
Indirect -Effect 1.9 0.5 -2.2
Rural
15-29 10.4 19.3 18.5 12.9
N 5821 1858 367 8046
30-39 9.0 17.0 19.7 16.3
N 1207 1820 2149 5176
40-49 6.0 8.2 10.4 9.0
N 613 801 1738 3152
Total 9.9 16.4 15.8 13.2
N 7641 4479 4254 16374
Standardization 9.1 16.4 17.3 13.2
Total Effect -3.3 3.2 2.6
Net Effect -4.1 3.2 4.1
Indirect Effect 0.8 0.0 -1.5
Note: N = Number 
Source: Primary
of samples, 
analysis of 1980 census data tape.
4.2.6. Education
71
Many surveys support the hypothesis that wife's
education has a strong positive relationship with
contraceptive use (United Nations, 1979: 42). This
hypothesis is also supported by the finding in West
Kalimantan, where in both urban and rural areas , the
increase in the level of education produces an increase in 
the use of contraception. There are great differences in 
contraceptive use between the levels of education (see Table 
4.6) . In urban areas, the range of contraceptive use from 
the lowest to the highest is 15 per cent for non-educated 
women to 4 9 per cent for the women with junior high school 
education or more. Similarly in rural areas, contraceptive 
use is from 9 per cent for non-educated women to 42 per cent 
for the women with junior high school education or more..
In urban areas, the use of contraception for non 
educated women is 13 per cent lower than the average (28 per 
cent) while contraceptive use for the women with junior high 
school education or more is 21 per cent higher than average. 
In rural areas, contraceptive use for the non-educated women 
is 4 per cent lower than the average and this can be 
compared with contraceptive use for the women who have 
junior high school education or more, which is 29 per cent 
higher than the average. This pattern is somewhat different 
from Java and Bali where there is relatively little variance 
in the use of contraception among all levels of education 
(Freedman et al., 1981: 21).
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Table 4.6: Proportion of Married Women Aged 15-49 Who Had 
Ever Used Contraception by Education, 
Standardized for Age, West Kalimantan, 1980.
Age
Education
Total
None Some Primary Junior
Primary Complete High+
Urban
15-29 14.6 18.6 32.7 41.2 26.0
N 330 354 294 291 1269
30-39 19.1 26.0 48.8 62.3 34.6
N 304 265 207 146 922
40-49 11.0 26.1 37.9 55.0 22.0
N 319 138 103 40 600
Total 14.8 22.6 39.1 48.9 28.0
N 953 757 604 477 2791
Standardization 15.3 22.7 39.1 51.1
Total Effect -13.2 -5.4 11.1 20.9
Net Effect -12.7 -5.3 11.1 23.1
Indirect Effect - 0.5 -0.1 0.0 -2.2
Rural
15-29 9.0 14.9 20.7 36.6 12.9
N 4335 2766 707 238 8046
30-39 11.3 22.8 42.2 57.1 16.3
N 3600 1231 261 84 5176
40-49 7.3 16.1 23.6 42.1 9.0
N 2646 415 72 19 3152
Total 9.3 17.2 26.3 41.9 13.2
N 10581 4412 1040 341 16374
Standardization 9.4 17.6 28.1 44.1
Total Effect -3.9 4.0 13.1 28.7
Net Effect -3.8 4.4 14.9 30.9
Indirect Effect -0.1 -0.4 -1.8 -2.2
Note: N = Number of samples.
Source: Primary analysis of 1980 census data tape
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Considering that younger women are usually more 
educated than older women, which can make them more likely 
to use contraception, high contraceptive use among the 
educated women can be affected by the younger ages. However, 
the level of contraceptive use after standardization for age 
increased, especially for the highest education group. This 
reflects the fact that age, which is used as a control 
variable, has suppressed the influence of education on 
contraceptive use, which is the opposite of the expected 
effect.
For all levels of education (except the non-educated), 
contraceptive use among the women in the younger age group 
(15-29) is lower than the women in the older age group 
(30-39 and 40-49). This indicates that the younger women are 
less likely to use contraceptives even though they are 
educated. This is probably due to the fact that the younger 
women have not reached their desired number of children. 
However, among those who are not educated, the lowest 
contraceptive use is found among the women aged 40-49.
4.2.7. Occupation
The relationship between occupation and the use of 
contraception is presented in Table 4.7. Since the number of 
women working in agricultural sectors in urban areas is very 
small, this group of women and the women working in non- 
agricultural sectors have been combined into one group, 
"working” women. Therefore, only two categories are used in 
urban areas, "not working" and "working".
As expected, in urban areas, the highest contraceptive 
use was found among the working women, while in rural areas 
the women wh o work in non-agricultural sectors have the 
highest contraceptive use. This finding is similar to those 
for all of Indonesia, Thailand and Malaysia (Usman, 1984 : 
79; Kamnuansilpa and Chamratrithirong, 1982: 43; Peng and 
Abdurahman, 1981: 11). In rural areas, contraceptive use 
among women who are not working and women working in 
agricultural sectors is almost the same.
There is a relationship between occupation and the 
other factors which contribute to differences in the use of 
contraception. For instance the women who work in non- 
agricultural sectors usually have higher contraceptive use. 
This is probably because this occupation can not be easily 
combined with the child-rearing, thus having many children 
is a burden. Another important factor is that working women, 
especially those who work in non-agricultural sectors, are 
usually more educated than those who work in agricultural 
sectors. After removing the effect of education, it can be 
seen that differentials in contraceptive use by occupation 
become smaller after standardization, although the overall 
pattern of contraceptive use by occupation in both urban and 
rural areas is the same as before standardization.
Contraceptive differentials between the non-working and 
the working women among the non-educated women in urban 
areas are relatively great, compared with the women at the 
higher education levels. This is probably because the non­
working women who are not educated are more dependent on 
their husbands in making the decision to use contraception.
Table 4.7: Proportion of Married Women Aged 15-49 Who Had 
Ever Used Contraception by Occupation, 
Standardized for Education, West Kalimantan, 1930
Education
Occupation
Not Working Working
Total
Urban
None 14.1 20.6 14.7
N 854 97 951
Some Primary 22.7 21.7 22.7
N 695 60 755
Primary Completed 39.3 37.0 39.1
N 558 46 604
Junior High School+ 48.3 50.4 48.9
N 350 127 477
Total 27.1 34.5 28.0
N 2457 330 2787
Standardization 27.7 29.5
Total Effect -0.9 6.5
Net Effect -0.3 1.6
Indirect Effect -0.6 4.9
Occupation
Education Total
Not Working Working
Working Non-Agri. Agri.
Rural
None 8.0 11.0 10.1 9.3
N 4137 137 6263 10537
Some Primary 18.5 28.7 15.7 17.2
N 1834 108 2454 4396
Primary Completed 26.6 50.0 23.4 26.1
N 629 32 376 1037
Junior High School+ 44.9 44.4 18.2 42.2
N 216 90 33 339
Total 13.7 27.8 12.2 13.2
N 6816 367 9126 16309
Standardization 12.8 18.9 12.6
Total Effect 0.5 14.6 -1.0
Net Effect -0.4 5.7 -0.6
Indirect Effect 0.9 8.9 -0.4
Note: N = Number of Cases
Missing Cases Urban = 4; Rural = 65.
Source: Primary analysis of 1980 census data tape.
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Contraceptive use is found to be high among the non 
working women with high levels of education. This category 
of women tends to be a small elite group in Indonesia which 
has higher aspirations for their children. As a result, they 
may tend to invest more in the "quality” of their children 
and less in their "quantity".
4.2.8. Standard of Living
As with the occupation variable, in order to avoid an 
insufficient number of cases in the cross tabulation of 
living standard and the control variable, the standard of 
living variable in urban areas only has three categories, 
low, middle and high. The low living standard in urban areas 
is a combination of the low and the middle living standard. 
Therefore, the middle living standard in urban areas is 
actually the upper middle living standard from the original 
category.
There is a positive relationship between standard of 
living and the use of contraception in West Kalimantan (see 
Table 4.8) . In both urban and rural areas, the use of 
contraception by standard of living differs greatly. This 
finding is similar to findings in Thailand and Malaysia 
(Cleland et al., 1979: 32; Peng and Abdurahman, 1981: 19). 
The use of contraception in urban areas ranges from 46 per 
cent for the women with high living standard to 17 per cent 
for the women with low living standard. Similarly in rural
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Table 4.8: Proportion of Married Women Aged 15-49 Who Had 
Ever Used Contraception by Living Standard, 
Standardized for Education, West Kalimantan, 1980
Education
Living Standards
Total
Low Middle High
Urban
None
N
14.4
451
14.1 
411
19.8
91
15.2
953
Some Primary 
N
13.3
196
21.9
411
36.7
150
22.5
757
Primary Completed 
N
28.1
82
34.1 
323
51.8
199
39.1
604
Junior High School+ 
N
36.4
33
41.6
245
59.8
199
48.9
477
Total
N
16.5
762
25.9
1390
46.2
639
28.0
2791
Standardization 20.8 25.2 38.1
Total Effect -11.5 -2.1 18.2
Net Effect -7.2 -2.8 10.1
Indirect Effect -4.3 0.7 8.1
Education
Living Standards
Total
Low Middle Up.Middle High
Rural
None
N
8.1
5056
10.4
4568
10.5
928
10.3
29
9.3
10581
Some Primary 
N
11.8
1404
18.4
2172
22.3
798
42.1
38
17.2
4412
Primary Completed 
N
14.1
220
25.8
469
32.9
304
44.7
47
26.3
1040
Junior High School+ 
N
30.3
33
21.4
98
51.0
151
59.3
59
41.9
341
Total
N
9.2
6713
13.9
7307
20.7
2181
43.4
173
13.2
16374
Standardization 9.9 13.8 15.9 22.1
Total Effect -4.0 0.7 7.5 30.2
Net Effect -3.3 0.6 2.7 8.9
Indirect Effect -0.7 0.1 4.8 21.3
Note: N = Number of samples.
Source: Primary analysis of 1980 census data tape
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areas, the use of contraception ranges from 43 per cent for 
the women with high living standard to 9 per cent for the 
women with low living standard.
The higher use of contraception for the women who have 
high living standard could be due to their higher education. 
After standardization, in both urban and rural areas, the 
greatest reduction in the proportion of contraceptive use 
occurs in group of women with high living standards which is 
due to the effect of education. In contrast, contraceptive 
use among the women with low living standards in urban 
areas increased greatly after standardization. Strong 
differences still remain in urban areas, but much less so in 
rural areas. However, looking within education groups, there 
is a clear association in both areas between living standard 
and contraceptive use, except for the non educated women.
The findings in this province are contradictory to the 
findings in Java and Bali where the poor have the highest 
level of contraceptive use (Freedman et al., 1981: 21). This 
might be due to the uneven distribution of the family 
planning facilities and lower motivation from the provincial 
Government in West Kalimantan. Furthermore, in Java and Bali 
the combination of Malthusian pressure and greater access to 
family planning facilities may result in high contraceptive 
use among the poor (Freedman et al., 1981: 33).
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4.3. Conclusion
In urban areas, the Christians have much higher 
contraceptive use compared with the Muslims and the 
"Others”. There is also a similar pattern in rural areas. 
However in rural areas, the differences in the use of 
contraception by religion are not as great as in urban 
areas. Furthermore, both in urban and rural areas, the 
Chinese have the lowest contraceptive use compared with the 
Dayaks, the Malays and the "Others". After standardization 
for education, especially in urban areas, contraceptive use 
according to ethnic group does not differ greatly. Both in 
urban and rural areas, the relationship between age and the 
use of contraception is curvilinear with the highest 
contraceptive use in the middle age group (30-39), followed 
by the women in the younger age group (15-29) and the women 
in the older age group (40-49). Standardization for number 
of living children increase the use of contraception for 
the women aged 15-29. Thus, contraceptive use for this group 
of women and the women aged 30-39 is almost the same. 
Moreover, the women with higher numbers of living children 
(3-4 and 5 or more living children) are more likely to use 
contraceptives than the women with 0-2 living children. The 
same pattern was found after standardization for age.
The relationship between the other socio-economic 
variables -- type of residence, education, occupation and 
standard of living —  and the use of contraception in this 
province still follows the conventional relationship; that 
is, the better the socio-economic conditions, the higher 
contraceptive use. There are great differences in the use
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of contraception across the socio-economic strata. 
Contraceptive use is more concentrated in urban areas and 
among the women who have better socio economic conditions. 
This reflects the fact that family planning has not become 
widespread among the people. This might be because the 
expansion of family planning facilities and services is 
still limited to those areas which are easily reached by 
transportation, because less motivation for family planning 
is given by the government, or because the program is not as 
strong as in Java and Bali.
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CHAPTER FIVE
SUMMARY OF FINDINGS AND CONCLUSION
West Kalimantan is a province with very low population 
density but it has high fertility and high population 
growth. By I960, the contraceptive prevalence in this 
province was relatively low compared with the national rate. 
This was probably due to the family planning program being 
based on the clinic approach. By that time also, the 
community distribution program was not very successful; this 
might be due to less co-ordination and supervision by the 
provincial NFPCB. On the whole, the family planning program 
in West Kalimantan until 1980 could be regarded as not very 
successful. There are many factors affecting this condition: 
a weak commitment towards fertility control; a large 
geographical area; transportation difficulties and a very 
scattered population; a social structure which reduces the 
possibility of the Government to carry out the program 
strongly; many administrative leaders who are not from West 
Kalimantan originally; a large Chinese population, many of 
whom do not understand Bahasa Indonesia; lack of 
effectiveness of the media; and high infant mortality. All 
of these obstacles should be considered by the Government in 
order to improve family planning performance in this 
province.
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The results of the 1980 census showed that the use of 
contraception across the socio-economic strata differed 
greatly. Since the program was based on the clinic approach 
and the clinics were concentrated in urban are'as, urban 
people had more access to family planning services than 
rural people. This is reflected by very great differences in 
the use of contraception between the women who live in urban 
areas and rural areas, where the use of contraception in 
urban areas is more than twice that in the rural areas.
The findings on the analysis of contraceptive use by 
urban and rural areas separately are summarized as follows :
1. Religion and the use of contraception
The use of contraception between the religious groups 
in urban areas differs greatly, with the Christians having
the highest level of contraceptive use followed by the
Muslims and "Others”. These differences do not occur in
rural areas. However, high contraceptive use among the
Christians is partly due to their high education.
2. Ethnicity and the use of contraception
In both urban and rural areas, the Chinese have the 
lowest contraceptive use compared with the other ethnic 
groups. Even after standardization for education, 
contraceptive use among the Chinese in rural areas is still 
lower than for the other ethnic groups. However, among the 
high educated Chinese, the levels of contraceptive use are 
relatively high.
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3. Age and the use of contraception:
The younger age groups (15-29 and 30-39) are more 
likely to use contraception compared with the older age 
group (40-49). Except for the increase in contraceptive use 
for the women aged 15-29, the pattern of the relationship 
between age and contraceptive use remains the same after 
standardization for age. However, in other developing 
countries, contraceptive use among the younger women usually 
is more intended to space than to limit births (see Peng and 
Abdurahman, 1981: 25). This might also occur in West 
Kalimantan.
4. Number of living children and the use of contraception
High contraceptive use among the women with high 
numbers of living children (3-4 and 5 or more) supports the 
hypothesis that contraceptive use in developing countries is 
more intended to limit rather than to space births (Pullum, 
1978: 49). After standardization for age, the pattern is 
still the same with small increases in contraceptive use 
among the women with 5 or more living children.
5. Education and the use of contraception
There are great differences in the use of contraception 
by level of education. Women with higher levels of education 
generally had higher contraceptive use. This finding is 
somewhat different from findings in Java and Bali (Freedman 
et al, 1981: 21) but more similar to other developing 
countries which have less strong family planning programs 
(Brackett et al., 1978: 321).
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6. Occupation and the use of contraception
It is less likely that women working in the 
agricultural sectors use contraception; this finding was 
also supported by the finding in this study that 
contraceptive use among these women was lower than for the 
women who work in the non-agricultural sectors. For working 
women or women who work in the non-agricultural sectors, 
their high contraceptive use is partly because of their high 
education levels. This was proved by a great reduction of 
contraceptive use after standardization for education among 
these groups of women.
7. Living Standard and the use of contraception
As with education, there are great differences in the 
use of contraception by living 'standards, where the women 
with higher living standards have higher contraceptive use. 
Since there is a close relationship between education and 
living standard, the difference in the use of contraception 
by living standard is much reduced after standardization for 
education.
By looking at the patterns of contraceptive use 
according to the socio-economic factors above, the influence 
of socio-economic factors on the use of contraception in 
West Kalimantan is quite clearly indicated. The large 
differentials in contraceptive use between urban and rural 
areas in West Kalimantan is similar to those in most 
developing countries. However, the differentials are not as 
large as in Colombia, Ecuador, Mexico, Paraguay, Peru, 
Venezuela, Jordan and the Syrian Arab Republic. On the other
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hand, the differentials are larger than found in Lesotho, 
Senegal, Trinidad and Tobago, and in the rest of Indonesia 
(United Nations, 1984: 55).
The peak use of contraception in West Kalimantan which 
occurs at the age 30-39 is similar to that in most countries 
in Asia and Africa. Moreover, relatively high contraceptive 
use at higher parity (3 children or more) in West Kalimantan 
is also similar to that found in other parts of Asia and 
Africa. However, these patterns are different from Latin 
America and the Caribbean, where there is a relatively high 
incidence of contraceptive use at younger ages and lower 
parities (Sathar and Chidambaram, 1984: 15).
As in many developing countries, in West Kalimantan 
wife's education appears to be an important determinant in 
contraceptive use. This has been shown by the reductions in 
contraceptive use differentials according to occupation and 
living standard after controlling for education. Relatively 
large differentials between the levels of education reflect 
the fact that West Kalimantan is an under-developed province 
and its family planning program has a poor performance 
record. This pattern is different from the societies which 
have high degrees of social and economic development where 
there are relatively small differentials in contraceptive 
use by the levels of education (United Nations, 1979: 31- 
32) . It is also different from the Republic of Korea which 
has not only rapid economic development but also a strong 
family planning program (United Nations, 1979: 32). Last but 
not at least, it is also different from Java and Bali, where 
chere are relatively poor social and economic conditions but
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a strong performance of the family planning program 
(Freedman et al., 1981).
Since population growth has not been regarded as a 
great problem, there is little chance of improving 
contraceptive acceptance, especially among rural people and 
lower socio-economic groups, in the near future in West 
Kalimantan. Reliance only on development, which is intended 
to improve the social welfare of the community and thus to 
create the incentive and motivation to use contraception, 
will probably result in a much longer time period for 
reducing fertility. Both programs, socio-economic 
development and family planning, should proceed together, 
because they complement each other. Therefore, to improve 
the acceptance of contraceptive use, especially among rural 
people and lower socio-economic groups, the community 
distribution program should become an important part of the 
program.
To support the community distribution program, the 
Government should be active in motivating the people either 
through their personnel, such as fieldworkers, or through 
the mass media. However, the Government should be aware that 
the mass media in West Kalimantan are not fully effective in 
transmitting the message. The Government also must provide 
sufficient family planning services and supervise all 
activities with flexibility. Since this province has high 
infant mortality, the combination between family planning 
and maternal-child health is probably one of the most 
appropriate approaches which can contribute to mobilizing 
the program within communities. In particular the problem of
37
the Chinese, who are very group-oriented, should be 
considered by the Government. A special approach for the 
Chinese, many of whom can not understand Bahasa Indonesia, 
should be arranged, for instance, by providing motivation in 
the Chinese language.
Overall findings support the view that the improvement 
of socio-economic conditions of the people is an important 
factor in the acceptance of contraceptive use. However, 
since many people have not attained much progress in such 
socio-economic conditions, another approach is required, 
such as the community distribution program, which can be 
expected to speed up the acceptance of contraceptive use 
among the lower socio-economic groups.
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APPENDIX ONE
INDONESIA'S 1980 CENSUS: THE QUESTIONNAIRE 
SECTION X - FAMILY PLANNING
Translated from Biro Pusat Statistik, Sensus Penduduk 1980, 
Pencacah Sampel, and Pedoman IV, Buku Pedoman Pencacah 
Sample, p. 44 (SP80-S), reprinted as appendices in McDonald
(1983).
X. For women who are still married and aged less than 50 
years.
50. Method of Family Planning ever used:
1. The pill
2 . IUD 
4. Condom
0. Other
8. Never used
51. Method of Family Planning currently used:
1. The pill 
2 . IUD
4. Condom 
0 . Other 
8. Never used
Instructions to interviewers
For question number 50 (Method of Family Planning ever used) 
Asking the question:
Many married women have used various methods to regulate 
pregnancy, such as taking the pill or using IUDs. Have you 
ever used the pill or an IUD or perhaps prevented pregnancy 
by your husband using condoms?. If so,which method did you 
use?
Filling in the form
Circle the appropriate code number, according to the 
respondent's answer (more than one code may be used)
For a respondent who answered "other" or "never used" the 
interview was terminated, and for a respondent who answered 
"the pill", "IUD" and "condom", it continued with question 
51
For question number 51 (Method of Family Planning currently 
using)
Asking the question
You just said that you have used......... (mention the
method coded in question number 50) for regulating 
pregnancy. Do you still use that method?
Filling in the form (same as for question number 50)
APPENDIX TWO
ESTIMATION OF CONTRACEPTIVE PREVALENCE IN WEST KALIMANTAN BY 
THE BONGAARTS AND STOVER "TARGET" MODEL
This technique has been developed to estimate
contraceptive prevalence required to reach a certain 
fertility decline. This technique is available in the 
computer package called "TARGET" (Bongaarts and Stover, 
198 6) . The technique requires input data such as Total 
Fertility Rate, number of women of reproductive age and 
proportion of married women, the name of contraceptive 
methods and contraceptive effectiveness, contraceptive 
prevalence in first year and trend in method mix, post 
partum infecundability and induced abortion.
To estimate contraceptive prevalence required in 1985
in West Kalimantan, 1980 is used as the base year. The input
data which used are:
1. Total Fertility Rate (TFR):
1980= 5.00 
1985= 3.42
(Hull and Dasvarma, 1987)
3. Number of women of reproductive age (15-44) :
1980: 551,071 (Central Bureau of Statistics, 1983).
1985: 625,296 (Central Bureau of Statistics, 1987).
4. Proportion of married women aged 15-44
1980: 68.3 % (Central Bureau of Statistics, 1983)
1985: 67.2 % (Central Bureau of Statistics, 1987)
5. Contraceptive prevalence for women aged 15-44 
1980: 14.4 (Streatfield and Larson, 1987: 7)
6. Trend in Method Mix:
1980: IUD
Pills
Others
Condom
(Central Bureau of
10.52 % 
61.46 % 
25.97 % 
2.05 %
Statistics, 1983).
1985: Male sterilization 0.43 %
Female Sterilization 0.96 %
Injectables 9.82 %
IUD 11.51 %
Pills 70.72 %
Others 4.63 %
Condom 1.9 %
(Central Bureau of Statistics, 1987).
7. Use Effectiveness (all available in TARGET except for 
Condom)
Male and female sterilization 1.00
Injectables 0.98 
IUD 0.95 
Pills 0.90 
Other 0.70 
Condom 0.75
8. Duration of post partum infecundability was assumed to 
be constant - 8.4 months - (TARGET estimation based on 
TFR) .
9. An abortion rate (0 %) was assumed to be constant.
Number of Contraceptive Users and Contraceptive Prevalence 
1980-1985 in West Kalimantan for 
All Methods of Contraception
Year Users(Thousands) Prevalence
1980 54.3 14.42
1981 76.4 19.86
1982 99.1 25.20
1983 122.5 30.46
1984 146.4 35.62
1985 171.0 40.70
Note: Primary computation using TARGET Model (Bongaarts and 
Stover, 1986).
